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To Reason Why 


F nursing procedures are to keep pace with advances 

in medicine and the increasing knowledge and under- 

standing of physiological processes, continual assess- 

ment is necessary. The more familiar and traditional 
the procedure the more difficult it is to question and the 
more important, therefore, that it should be studied 
critically from time to time. 

Today, with the great advances in medical under- 
standing of the circulation and the value of nature's 
mechanisms which may represent a protection for the 
body against injury, the nursing profession must con- 
stantly be ready to re-assess procedures and to base their 
care on medical and physiological grounds. 

How can the ward sister of today ensure that routine 
practice is reconsidered from time to time so that nursing 
in her ward or department keeps pace with changing 
medical opinions? Do the medical staff of her ward 
really know the extent of routine measures in practice 
and the variations even within different wards of the 
same hospital? Many hospitals now hold ward sisters’ 
meetings and nursing procedure committees which are 
excellent means of questioning routine measures and 
considering the application of new ideas, but until a 
question is raised there may be no incentive to consider 
change. Ina letter published in The Lancet of January 21, 
the dangers (as well as the value) of raising the foot of 
the bed on blocks was shown. Did this give rise to a 
reconsideration of this traditional nursing. procedure in 
every hospital ward ? The author has now written more 
fully on the subject for this journal, and we hope ward 
sisters will find Dr. Landon Smith’s article, published 
on page 841, of use in raising the matter for full recon- 
sideration with the medical staff. 

The author also challenges a number of our time- 
honoured routine nursing measures and states that the 
continuation of some of these procedures may even be 
doing positive harm. He refers to three such procedures 
before dealing in particular with the potential dangers 
of the indiscriminate use of blocks for raising the foot of 
the patient’s bed. These are the application of warmth 
to a patient in a state of acute shock; the flat position 
for patients with head injuries and for patients suffering 
from severe gastric or other haemorrhage. 

The essential of good nursing is to understand the 
patient’s needs and to take steps to supply them. For 
years sisters and student nurses have felt safe in saying 
‘Taise the foot of the bed’ when discussing the care 
of a shocked patient in the classroom or examination 
tfoom, and in putting this into practice in the wards, 
secure in the teaching that it will immediately benefit 
the patient or at least can do no harm. But with increas- 
ing medical knowledge such routine measures must be 


re-assessed and a deeper understanding of cause and 
effect, or physiological processes affecting particularly 
the heart and the brain, is essential if, as Miss Nightingale 
instructed, we are to do our patients no harm. 

The overheating of patients with post-operative or 
other kinds of shock has, no doubt, disappeared from our 
wards, hastened perhaps by the introduction of hypo- 
thermia and a knowledge of the physiological action of 
the body when the temperature is lowered. The use of 
the knee-pillow likewise has been banned in many hospitals 
on physiological grounds following indication of its 
potential danger in obstructing an already weakened 
circulation and thus increasing the danger of thrombosis 
followed by embolism which may prove fatal. Now we 
are to look with caution on the familiar action of raising 
the foot of the bed; using it only where it has value in 
increasing the circulation to the brain and where central 
cardiac failure is not a danger. 

Another trend in modern medicine and nursing is 
the recognition that it is the patient who must play a 
major part in his own recovery. If the patient is com- 
fortable he is better able to do this and the nursing art 
is to ensure this in the position which he prefers in most 
cases. His taste in food must also be considered as part 
of his treatment, and his diet suited to him rather than 
formally laid down for the convenience of bulk cooking 
and serving; his normal hours of sleep and rest aimed at 
rather than hours planned to suit the staffing of the 
hospital, while freedom to get out of bed as soon as he 
is able and to remain up a large part of the day has already 
influenced the planning of new hospital ward units and 
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the modernization of others. The patient is no longer 
the passive recipient of devoted care but the active partner 
in a team working together to enable him to make his 
best recovery. 

In schools of nursing the tutors too must be closely 
informed of all changes and developments in any ward 


On Television 


Miss G. M. GODDEN, 0.B.E., matron of Hammersmith 
Hospital and Post-graduate Medical School, and president 
of the Royal College of Nursing, appeared on television 
last week as the guest of Asian Club. This is a B.B.C. 
programme in which well-known people are invited to 
answer questions on their particular subject put by men 
and women of Asian countries. The group are very alive 
to the problems of today and did not hesitate to ply 
Miss Godden with a number of controversial questions, 
which she dealt with ably and in the most charming 
manner. Questions from nurses and doctors included 
such matters as reciprocity with other countries, why 
junior nurses seem human but matrons hard and difficult, 
and whether British nurses were better than foreign 
nurses who had trained in Great Britain. A recording of 
the programme will be broadcast in the regular weekly 
series in the Far Eastern and Eastern Services of the 
B.B.C. 


TO REMIND YOU ., 


September 3—5. BIRMINGHAM Centre of Nursing 
Education; Refresher Course for School Matrons. 


September 8. EDINBURGH. Royal College of Nursing, 
Public Health Section; Conference on the 
Working Party Report on Health Visiting, at 
the Scottish Tourist Board Hall, 2, Rutland 
Place, 10 a.m. 


News from Northern Ireland— 


THE PRINCESS ROYAL will visit the headquarters of 
the Northern Ireland Committee of the Royal College of 
Nursing at 6, College Gardens, Belfast, at 2.30 p.m. 
on Friday, September 28, to attend the final meeting of 
the Northern Ireland Appeal Council. The Princess 
Royal, who will be accompanied by her Excellency 
Lady Wakehurst, President of the Appeal Council, 
will be received by Lord Glentoran, Her Majesty’s 
Lieutenant for the City and County Borough of Belfast, 
by Dame Dehra Parker, the Minister of Health and Local 
Government, and by Mrs. J. A. Mackie, 0.B.E., Chair- 
man of the Appeal Council. Nurses from all areas in 
Northern Ireland will form a guard of honour. 


—Closing the Appeal 


On OCTOBER 20 the Northern Ireland Appeal Fund 
Council will be dissolved and the monies raised will be 
handed over to the Northern Ireland Committee of the 
College. The public ceremony will be held under the 
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so that the student nurses can be taught, not routine 
measures which have been safe answers in the examination 
room for many years, but an understanding of the 
problems they will meet in theory and in practice 
together with reasoned actions based on the extent of 
medical knowledge at the time. 


QUEEN 
ALEXANDRA'S 
ROYAL ARMY 
NURSING 
CORPS 
RESERVISTS 


At the Q.A.R.A.N.C. training depot, Hindhead, Surrey, officers of 

the Reserve recalled to meet a possible emergency have been receiving 

their equipment and will be formed into units with personnel of the 
Royal Army Medical Corps. 


personal patronage of Lady Wakehurst in the Empire 
Theatre, Belfast, which has been kindly lent by Mr. 
Dermot Findlater and the directors. A short revue 
entitled Do You Remember ? written by Miss M. E. Grey, 
M.B.E., secretary to the Northern Ireland Committee, 
telling the story and events of the Northern Ireland 
Appeal will be presented before an invited audience of 
1,200 persons, including nurses who have helped to raise 
the target of £50,000. The total amount raised will be 
announced at this ceremony. 


For Occupational Health Nurses 


A NEW EDITION of Nursing Service to Industry and 
Commerce—a well-designed and informative eight-page 
booklet issued by the Occupational Health Section of 
the Royal College of Nursing—sets out in convenient 
table form the present scale of salaries recommended for 
State-registered nurses working in the occupational health 
field. The range of the scale has been agreed by the 
Section’s Central Committee after close consultation with 
members in all areas, and approved by the College Council 
as being in appropriate relation to the prevailing Whitle 
Council scales for nurses employed in the National Healt 
Service. The minimum of the revised scale now stands at 
£450 per annum, rising by six annual increments of {20 
to £570 in the case of a State-registered nurse employed 
in a health department under the supervision of a sister- 
in-charge or nursing superintendent. For the senior rank 
of chief nursing officer—one held as yet by relatively few 
nurses in industry—the salary recommended is from 
£1,000 per annum, rising by eight annual increments of 
£75 to £1,600. Appointment to such a post implies the 
duty to co-ordinate the nursing service throughout a 
large organization consisting of several establishments, to 
recruit personnel and act as adviser and consultant to 
both the management and the chief medical officer on 
all matters of nursing policy. It is recommended that 
£30 per annum should be added to all these salaries in 
the case of nurses holding the Occupational Health 
Nursing Certificate, also that London weighting should 
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be applied to the nursing staff by firms whose other staff 
are receiving it. Copies of the booklet, which contains 
other helpful recommendations on conditions of service, 
duties and responsibilities and ethical relationships, may 
be obtained from the secretary, Occupational Health 
Section, Royal College of Nursing, Cavendish Square, 
London, W.1, price 9d. or 114d. post free. 


Hospital Helicopter Landings 


FouR HOSPITALS IN CORNWALL are to have helicopter 
landing grounds built adjoining them in order to assist 
the R.A.I’. Search and Rescue Service by reducing the 
time taken in getting injured people to hospital. The 
hospitals are the Royal Cornwall Infirmary, Truro, the 
Camborne-Redruth Hospital, the West Cornwall Hospital, 
Penzance, and the Falmouth Hospital. The Search and 
Rescue Service originally designed to save air crews who 
come down in the sea is being increasingly used to rescue 
anyone in difficulties at sea or stranded on rocks. At 
present they have to be taken first to the helicopter base 
and transferred to hospital by ambulance. 


Nurses Bill (Consolidation) 


THE Nurses BILL and the Nurses AGENCIES BILL, 
which were given a formal second reading in the House 
of Lords during the final week of the Parliamentary 
session in July are consolidating Acts only. The sole 
purpose is to bring under a single Act the various enact- 
ments of previous years which may have been partially 
repealed by later Acts. There is no possibility for amend- 
ments to be raised at this stage as no alteration of law 
can be made. The Nurses Bill ‘ to consolidate certain 
enactments relating to nurses and assistant nurses for 
the sick ’’ will include the provisions of the Nurses Regis- 
tration Act 1919, the Nurses Act 1943, and the Nurses 
Act 1949. Cited as the Nurses Act 1956, it will not 
extend to Scotland or Northern Ireland and will come 
into operation at the expiration of one month from the 
date of its passing. The Nurses Agencies Bill is “ to 
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consolidate certain enactments relating to agencies for 
the supply of nurses”. The two Bills are expected to 
be approved when Parliament reassembles in October. 
With a consolidated Act to study, the nursing profession 
should then consider whether amendments are required, 
if only in the meanings assigned to the various terms— 
for example ‘ nurse’ is defined as “‘ a nurse for the sick, 
and nursing shall be construed accordingly ”’. 


The Retreat, York 


TO INTEREST YOUNG PEOPLE in mental nursing and 
educate the public in the nature and prevention of mental 
illness, states the annual report of The Retreat, York, 
Dr. C. C. Beresford, clinical director, and Dr. A. Torrie, 
physician superintendent, have given lectures to organiza- 
tions and clubs in the past year. Dr. Beresford in his report 
writes : “‘ measures of hygiene carried out by our medical 
officers of health probably prevent a hundred cases of 
disease for every One established case cured by the 
practising doctor. By analogy it is not too fanciful to 
hope that preventive psychiatry, once established, will be 
equally successful in combating mental illness in the’ best 
place, that is before it has begun”. Dr. Torrie, who is 
resigning in order to study the relation between psychiatry 
and religion, acknowledges the high standard of care given 
to the patients by the nurses and refers to plans to bring 
about the abolition of restraint by locked doors. Of 11 
departments, four are completely open and two others for 
most of the day. Dr. Torrie points out that freedom for 
the patient and trust in his response is a method which 
requires the co-operation of all who handle him and also 
of the patient’s family. 


Conference in Teheran 


AT THE INVITATION of the Iranian Ministry of Health 
Miss D. C. Bridges, C.B.E., R.R.C., executive secretary of 
the International Council of Nurses, has flown to Teheran 
to attend a two-week conference for nurses and doctors 
arranged by the Ministry. 


THE CLEAN AIR ACT— 


pictures which speak for themselves 


control areas when the Clean Air Act comes into force § 
early in 1957, but actually domestic smoke contributes 
very largely to atmosphere pollution, and many house- 
holders will be affected by the new legislation. A small, 
simple explanatory booklet for their guidance (The Clean 
Air Act and You) has been made available in the public 


interest by Radiation Ltd., Stratford Place, London, prrmMinGHAM (left) on an ordinary working day, and (right) the 
same scene during the annual holiday. 


W.1, free of charge on application. 
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TUBERCULOUS MENINGITIS 


by JOHN LORBER, M.D., M.R.c.P., Senior Lecturer in Child Health, 
| University of Sheffield. 


N 1946, 1,587 persons in England and Wales acquired 

tuberculous meningitis and all of them died: 1,132 of 

these were children. Tuberculous meningitis was one 

of the most important killing diseases in childhood, 
but paradoxically it was a rare disease. A doctor in an 
average family practice would probably not see a case 
for five to 10 years. The disease pursued a fatal course 
in about three weeks from the first symptom. Early 
diagnosis was of no importance. Textbook descriptions 
of the disease concentrated on advanced signs. It was 
not surprising therefore that when specific treatment 
first became available, in 1947, many became unconscious 
before the diagnosis was made. This delay in diagnosis 
led to an unnecessarily high mortality rate and several 
survivors were left with avoidable physical or mental 
sequelae. 


Prevention 


Tuberculous meningitis can be prevented by the 
prevention of tuberculous infection, and may possibly be 
forestalled by the treatment of recently infected persons. 


Prevention of tuberculous infection.—Since much of 
the milk of this country is now being pasteurized, infection 
by the bovine bacillus has become rare. Almost all cases 
of tuberculous meningitis arise as a direct result of exposure 
to persons with active tuberculosis. It follows that the 
utmost care should be taken to prevent children and 
tuberculin-negative adults coming into contact with 
active cases of post-primary pulmonary tuberculosis. 
Tuberculosis in adults may be discovered in an early 
stage of the disease by the various mass case-finding 
methods, but it is perhaps of greater importance to refer 
patients who are suffering from a cough or from other 
suggestive symptoms for radiological and other investiga- 
tions as soon as possible. A diagnosis of smoker’s cough 
or chronic bronchitis should never be made in the absence 
of an X-ray of the chest. It should be remembered that 
tuberculosis is now commonest among old people. 

If there is a case of tuberculosis in the family, all 
the rest should be tuberculin tested and referred to an 
appropriate clinic. This is a matter of great urgency 
and should be done at once. Any continued exposure 
is bound to lead to the infection of an increasing number 
of susceptible contacts. Separation of tuberculin-negative 
persons from contact is essential. These contacts should 
be vaccinated: with BCG and kept away from the source 
of infection until BCG vaccination has been completed 
and tuberculin conversion has occurred. These facilities 
should be afforded to all relations, friends and neighbours 
who have been or are likely to come in contact with a 
tuberculous person and should not be limited to house- 
hold contacts. If tuberculous persons were surrounded 
- by people protected with BCG, the falling incidence of 
tuberculous meningitis would be accelerated, because 
tuberculous meningitis in BCG-vaccinated persons is of 


Reproduced, by kind permission of the editor, from ‘ The 
Practitioner’, February 1956. 


the utmost rarity. These principles are now being applied 
on an increasing scale and their effectiveness is shown by 
the fact that five years ago we had over 30 cases of 
meningitis in our wards at one time and now we have 
three. 


The prevention of meningitis in infected persons.— 
Isoniazid treatment for six months or longer may well 
diminish the incidence of meningitis in those patients 
who have recently been infected with tuberculosis. Of 
course, primary tuberculosis is a relatively benign condi- 
tion and very few infected persons would be expected to 
develop meningitis, especially if they are over three years 
of age. lor this reason, only adequately controlled large- 
scale clinical trians can establish the prophylactic value 
of treatment with isoniazid. As yet there is no conclusive 
evidence on this point. Many believe, however, that 
tuberculous children under two or three years of age 
should be given the benefit of prolonged isoniazid treat- 
ment. If this is done, the treatment should be started 
at the earliest possible moment, because most cases of 
tuberculous meningitis occur within six months of 
infection. This is yet another reason for advocating 
urgency in the examination of contacts. 


Diagnosis 


We have evidence that there is an increasing aware- 
ness of the possibility of tuberculous meningitis and that 
the early features of the disease are now better recog- 
nized. In the period 1947-50, we admitted 83 patients 
and one-third of these were unconscious, although very 
late cases were not always accepted then. Between 1952 
and 1954 (inclusive) we admitted 69 patients without any 
selection and of these only one-seventh were unconscious. 
Other centres report similar experiences, but clearly there 
is room for further improvement. 

The most important part of the diagnosis of tuber- 
culous meningitis is the awareness of its possibility. One 
must think of it particularly in- persons who are known 
to have a positive tuberculin reaction or in persons who 
have been exposed to tuberculous infection either in 
their own homes or elsewhere. It is important to remember 
that uncomplicated primary tuberculosis in children 
rarely gives rise to untoward symptoms. The presence 
in a small child of such minor symptoms as lassitude, 
anorexia, change of temperament or failure to gain weight 
should be sufficient to lead to the examination of the 
cerebrospinal fluid. If this is done, no case is likely to 
be missed, the diagnosis will be made early and the 
patient will recover. In my experience it is unnecessary 
to subject children with symptomless primary tuberculosis 
to periodic lumbar punctures. If, however, a patient is 
found to have miliary tuberculosis of the lungs, the 
cerebrospinal fluid should be examined at once, because 
he may have an early meningitis, the symptoms of which 
are obscured by the miliary infection. It is also necessary 
to examine the cerebrospinal fluid regularly during the 
treatment of miliary tuberculosis, because meningitis may 
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still supervene in spite of treatment and because the signs 
are completely masked in the early stages. 


Tuberculin testing. It would be an advantage if all 
family’ doctors knew the tuberculin reactions of their 
tients, especially of children. Chest clinics and hospitals 
should keep them informed about this, but it is easy for 
the family doctors to carry out a periodic check. The 
tuberculin jelly test is a useful diagnostic aid in children, 
although it occasionally gives false positive and false 
negative reactions. 

The skin of the back is thoroughly cleaned with acetone, 
to remove grease, and allowed to dry. Tuberculin jelly, 
obtainable from Allen and Hanburys, is applied, sufficient 
to cover 2 or 3 mm. of skin: it is covered with zinc oxide 
strapping, which is left for 48 hours and then removed. The 
result is not read then, but 48 hours later. A positive 
reaction is shown by erythema and vesiculation. This 
indicates that at some the child has been infected with 
tuberculosis, but it does not in itself mean that there is any 
active infection. 


In patients who are severely ill with tuberculous 
meningitis the test may be negative, but this does not 
delay the diagnosis if the patient has been known to 
have had a positive reaction earlier. Intradermal tests 
(Mantoux) are more sensitive, more specific and give a 
result within 48 hours and are therefore more useful in 
urgent cases. These are used routinely in hospitals and 
contact clinics. 

The knowledge of the child’s tuberculin reaction is 
of great value in an illness, because it puts the clinical 
picture in a different perspective. The tuberculin test 
is becoming increasingly important in the diagnosis of 
illness in adults, because many persons now reach adult 
age without having been infected, and it is no longer 
justifiable to assume that all adults are tuberculin positive. 


Age incidence. Up till recently most patients were 
children and the peak incidence of the disease was between 
one and three years of age. With the progressive post- 
ponement of primary tuberculous infection we shall see 
a relative increase in the proportion of older children and 
adults with tuberculous meningitis. In 1946, the ratio 
of child/adult deaths from tuberculous meningitis was 
2.5/1.0 and by 1953 this ratio had fallen to 1.5/1.0. 


Symptoms and Signs 


Early symptoms. The characteristic features of 
tuberculous meningitis are its insidous onset and its 
variability. The most common early symptoms are 
personality changes. The child becomes different. He 
is easily upset or annoyed and nothing pleases him. He 
will smile or laugh less and less often. He becomes 
morose and sullen. He loses interest in his toys. He will 
prefer to keep indoors and may want to be left alone. 
Alternatively he may want to be nursed all the time, yet 
even so he remains irritable, unhappy and whining. He 
may sleep badly at night but may go to sleep during the 
day at unusual hours. This insidious onset is also charac- 
teristic of the disease in adults. They may go to work for 
a week or more before the seriousness of the situation is 
realized and medical opinion sought. There may be 
some improvement for a day or two, but over a period of 
a week or so the condition is definitely progressive. The 
persistence of these symptoms should make one suspect 
tuberculous meningitis, even if there is no fever and there 
are no abnormal physical signs whatsoever. In such a 
a the safest thing is to examine the cerebrospinal 

uid. 

Soon after the onset of these personality changes 
the patient will lose his appetite and as a result of this 


839 


he begins to get thinner. He will become easily tired. 
A child will stop learning new skills and may lose those 
which he has only recently acquired. He will stop speak- 
ing, sitting, standing or walking if he has only recently 
begun to do these. His irritability will merge into lassitude 
and apathy. In infants, fits may occur early and may be 
the first noticeable signs of illness. Older children or 
adults rarely have fits at the onset of the illness, but 
they may have them in the advanced stages. Fits 
occurring for the first time should always be investigated 
in hospital and investigation should usually include an 
examination of the cerebrospinal fluid. 


Later symptoms. The classical symptoms of head- 
ache, vomiting and constipation do not usually appear 
before the second week of the disease. Infants and small 
children do not complain of headache, but in older children 
and adults it is a constant feature at this stage. To begin 
with, the headache persists for many hours in the day 
and each day it becomes more severe and more persistent. 
It can be of excruciating intensity. Eventually the patient 
is unable to keep anything down. Partly as a result of 
the anorexia and the vomiting the patient becomes 
severely constipated and will now lose weight rapidly. 
Constipation, however, is not constant in infants, who 
may instead have diarrhoea. 

Photophobia is common. Stiffness of the neck or 
back may be spontaneously complained of by the patients 
or may be noticed by the parents. Cough and fever are 
inconstant even in the second stage of the disease and if 
present they are often due to an associated miliary tuber- 
culosis of the lungs. In the later stages of the disease 
the picture is dominated by progressive neurological 
lesions. There may be double vision, weakness of the 
face, difficulty in swallowing, dysarthria, and the loss 
of use of the limbs on one side of the body. At the same 


- time there will be mental confusion, loss of memory for 


recent events, increasing drowsiness, and finally the 
patient will lapse into coma. . Terminal convulsions occur 
about three weeks from the onset. 

It must be realized that there is a considerable 
variability in the clinical picture and that some cases 
present with a much more protraced course. The opposite 
also occurs and just under one-tenth of the cases present 
with a much more acute onset simulating the more 
acute types of meningitis (Taylor, Smith and Vollum, 
1955). 


Physical signs. It cannot be overemphasized that 
tuberculous meningitis often can and should be diagnosed 
before there are any abnormal physical signs whatsoever. 
A careful history, including a thorough questioning for 
the possibility of contact with a case of tuberculosis, is 
of far more importance for early diagnosis than physical 
signs. 

There is only one physical sign which is often present 
in the earliest stages and which distinguished tuberculous 
from other signs of meningitis, namely, tubercles of the 
choroid (Illingworth and Wright, 1948). They denote 
associated miliary tuberculosis and are present in some 
two-thirds of cases with miliary tuberculosis. In the 
early stage of their development they are pale-yellow 
round areas and may be found anywhere in the retina. 
They may be single, in which case they are sometimes of 
considerable, size, or there may be as many as 20 or 30 
in each eye, in which ‘case they are often very small. 
They do not interfere with vision. They are unlikely to 
be found without dilating the pupil fully with 1 per cent. 
homatropine solution, and small or restless patients will 
have to be sedated to ensure an adequate examination. 

Meningism is present in the majority of cases by the 
time they reach hospital. This consists of stiffness of 
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the neck and a positive Kernig’s sign. It is less commonly 
found in infants. Minor degrees of stiffness of the neck 
are best detected with the patient in the sitting position. 
The patient’s head should first be extended and then 
gently flexed until his chin touches his chest. During the 
last part of this manoeuvre, a resistance to flexion may be 
noted and the patient will complain of pain in the back. 
He may be unable to kiss his knees. In advanced cases 
gross neck retraction may be present. In infants a tense 
or bulging fontanelle may be detected. A staring, vacant 
expression is a highly characteristic feature of meningitis. 

Other signs, such as fever, raised pulse rate, enlarged 
liver and spleen, are non-specific. Late signs include 
ptosis, squint, diplopia, facial paralysis, hemiparesis, 
extensor plantar responses, papilloedema and wasting. 
The patient usually lies curled up on his side away from 
the light and resents all interference. In the last stages 
he is paralysed and is in coma. He no longer has neck 
stiffness and his reflexes may be unobtainable. 


Investigations and Treatment 


The value of the tuberculin reaction has already been 
emphasized, but once the patient reaches an advanced 
stage of the disease he may. be tuberculin negative. 
This rarely causes diagnostic difficulties, because by that 
time there are usually other diagnostic signs present. 

The crebrospinal fluid is usually under increased 
pressure and is crystal clear. There is an excess of cells 
which in the early stages are partly polymorphs and partly 
lymphocytes. In the later stages the cells are almost all 
lymphocytes. Usually they do not exceed 500 per cubic 
millimetre, but in a few very acute cases exceptionally 
high polymorph counts may be encountered. Generally 
there is no relationship between the severity and the 
duration of the illness and the cell count. The protein 
in the cerebrospinal fluid will progressively rise and the 
sugar will progressively fall with the duration of the 
illness. In very early cases they are often within normal 
limits. By far the most important investigation is the 
search for tubercle bacilli in the deposit, not only because 
it gives the final proof of the diagnosis, but also because 
it gives the diagnosis within an hour or two of the patient’s 
admission. Using the correct technique it is possible to 
detect tubercle bacilli in the centrifugal deposit in almost 
all cases from the first specimen of cerebrospinal fluid. 
The diagnosis can be later confirmed from positive cultures 
and from inoculated guinea-pigs. 

Of other investigations the most important is an 
X-ray of the chest which may show miliary tuberculosis. 
All other investigations are of relatively small importance 
or are performed to exclude other diseases. 

The modern treatment of tuberculous meningitis is 
much less exhausting for the patient and much simpler 
for the physician. The most important drug is isoniazid. 
It is usually given by mouth in doses of 10 to 20 mg./kg. 
body weight daily for six months. It may be given 
intravenously if the patient is in coma or is persistently 
vomiting. It is not necessary to inject it intrathecally, 
as satisfactory concentrations of isoniazid are found in 
the cerebrospinal fluid after oral administration. The 
drug is almost non-toxic, but occasionally may cause 
acute confusion or haemorrhagic manifestations. These 
usually disappear on stopping the drug for a day or two 
and it may be necessary to resume it with a smaller 
dosage. I have not encountered this complication. 

The second most important drug is streptomycin. 
It is given intramuscularly (40 mg./kg. body weight daily) 
for six months. We give intrathecal injections to all our 
patients during the first two months of treatment 
(minimum of 25 injections) but some no longer use 
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intrathecal treatment. We believe that there is evidence 
that intrathecal treatment gives a higher survival rate 
and that without it unnecessary deaths will occur in the 
first fortnight of treatment. Nevertheless, there is no 
doubt that since isoniazid became available much less 
intrathecal treatment has become necessary. It is wise 
to combine isoniazid with streptomycin, partly to enhance 
the therapeutic effect and partly to avoid the develop- 
ment of drug resistance. For the same reason many still 
use oral PAS as well (0.5 g./kg. body weight daily), 
although this may not be essential. Cortisone is used by 
some workers as an adjuvant. There is no convincing 
evidence, as yet, that it is beneficial. 

The clinical course of the disease under treatment is 
usually uneventful if the patient was conscious on admis- 
sion. After three or four weeks the children have no 
abnormal symptoms and present no abnormal signs. They 
are up and about in the ward, go for walks, and watch 
television. Considerable difficulties, however, may arise 
in treatment, especially in cases diagnosed late. It must 
be emphasized therefore that the treatment is highly 
specialized, and that hospital treatment is essential for 
all cases. Furthermore, the best results can only be 
expected where considerable experience has been acquired. 


Results of Treatment 


Some excellent results have been reported recently 
from large centres. For example, Fouquet treated 57 
children and 53 of them survived (Fouquet e¢ al., 1954); 
Torres-Gost (1953) treated 100 and 94 survived; Debré 
et al, (1955) treated 171 and 143 survived. In the 
Children’s Hospital, Sheffield, we treated 69 patients 
between 1952 and 1954 (inclusive) and of these 59 (85 per 
cent.) are alive after a period of observation of one to 
four years (Lorber, 1956). Of 20 patients admitted in 
1954, 19 are alive. The only child who died was in status 
epilepticus on admission. -Eighteen of the 19 survivors 
are in good health and have no sequelae of importance. 

It is evident that there are several methods of treat- 
ment which will give excellent results so long as treatment 
can be given before the patient becomes unconscious. 
Deafness, which in the past was due mostly to the prolonged 
administration of intrethecal streptomycin, is no longer 
found. Neurological sequelae are very rare indeed and 
almost all the survivors are able to resume their previous 
mode of life without difficulty. There is no appreciable 
intellectual deterioration. Relapses are rare and respond 
well to treatment. The chances of the patients who are 
in coma on admission are much better now than a few 
years ago, but almost all the fatal cases, and those who 
survive with severe sequelae, come from this group of 
cases. Early diagnosis is the key to success. 

As a result of all these advances in prevention, in 
early diagnosis and in treatment, the global mortality 
from tuberculous meningitis is rapidly and progressively 
falling in this country. By 1953, only 345 persons died 
of tuberculous meningitis and the figures for the next 
two years are known to be even better. Nevertheless, it 
is likely that most of these deaths were avoidable. In 
many cases the disease itself might have been prevented. 
In others earlier diagnosis or transfer to units with special 
experience might have led to higher recovery rates. 


| 


CORRECTION—In the review of A Practical Handbook of 
Psychiatry last week, the paragraph beginning “‘ All branches 
of psychology ...” should have read “All branches of 
psychotherapy ...”. And on page 821 of the same issue, 
in the report of Dr. Somerville’s speech ‘ therapeutic 


committees " should have read “ therapeutic communities . 
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The Dangers of Bed Blocking 


by C. LANDON SMITH, m.Bs., B.s. 


ED blocking, raising the foot of the bed, has become 
a firmly established method of resuscitation in the 
nursing and medical professions. As progress in 
medica] treatment advances we tend to become 
more and more critical of many practised procedures, even 
to the extent of suggesting that the continuation of these 
procedures may be doing positive harm. I mention 
a few instances where the application of recent advances 
in medicine and especially physiology is thwarted by the 
continuation of outmoded methods of nursing. 

1. The application of warmth to a patient in acute 
shock, with its classical picture of pallor, sweating, and 
cold extremities, is open to grave doubt as to its value. 
Moreover, it may actually be detrimental to warm a 
shocked patient because of the increase in metabolism 
that accompanies a rise in temperature, when the mechan- 
ism of shock may represent a protection of vital body 
centres against the noxious factor which caused the shock. 
But the warming of a shocked patient is still being 
practised and taught. 

2. Head injuries are usually nursed flat. There 
appears to be nothing to recommend this position, as to 
many patients it is uncomfortable and even may lead to 
severe headache. Recent information suggests that a head 
injury does best in the position that suits the patient 
most, a direct application of the principle that he often 
_ knows what is best for him. However, one frequently sees 
conscious head injury patients being made to lie flat. 

3. Similarly, the accepted position for nursing a 
gastric haemorrhage, or for that matter any other type 
of haemorrhage, is lying flat. This position has no real 
physiological foundation, its practice possibly leading to 
discomfort and anxiety, especially if the patient is tipped 
into a Trendelenberg position. This important point is 
inherent in the purpose of this article, namely the hazards 
and complications of bed blocking. 


Restricted Values 


Tipping the foot of the bed is a most werthwhile 
procedure if it is restricted to cases of cerebral anaemia 
where anoxia to brain tissue is causing the patient distress- 
ful symptoms such as dizziness, unconsciousness, and even 
mania. 

It may also be used to increase venous return to the 
heart and hence increase cardiac output. However, as 
these two factors are so closely allied, it is doubtful if 
anything can be gained by increasing venous return when 
cerebral anoxia is not apparent. 

For instance, the fainting of a guard on parade is 
caused by acute cerebral blood depletion, due to a much 
reduced cardiac output. This is the direct result of long 
hours of standing stationary when a relatively large 
quantity of blood pools in the great veins of the legs 
and abdomen. The treatment is, of course, to increase 
venous return and hence cardiac output by lying the 
patient down and even lifting the legs, when the cerebrum 
becomes rapidly oxygenated. So important is the necessity 
of maintaining adequate quantities of oxygenated blood 
to the cerebrum that were the soldier to be held upright 


during the faint he might well die, so sensitive is brain 
tissue to even short periods of anoxia. 


Cerebral Anaemia 


The important factors regulating the onset of cerebral 
anaemia in acute blood loss are as follows. | 

1. An immediate depletion in circulating blood 
volume due to haemorrhage is offset by a redistribution 
of the remaining circulating blood by an automatic 
compensating mechanism, whereby blood is directed to 
the vital centres such as the brain and the heart at the 
expense of the skin, intestines and possibly muscles. This 
is why during acute haemorrhage the skin is pale and cold 
due to the constriction of the vessels in those areas. 

If blood loss continues, there comes a time when 
adequate cerebral circulation is in danger and it is at 
this point that signs and symptoms of cerebral anaemia 
become apparent. In a healthy person this probably 
occurs after a loss of three pints. Tipping the bed in 
such a case will, by purely mechanical considerations, 
increase the blood flow through the areas that are on a 
lower level than the pump (the heart). This is a positive 
indication for tipping the bed. 

2. After a short time the body attempts to com- 
pensate for the blood loss by drawing fluid from the 
tissues (muscles, fat, etc.) into the circulation. This causes 
dilution of the blood and as the tone of the blood vessels 
returns to normal the new diluted blood (anaemic) is evenly 
distributed throughout the body. Hence even though 
symptoms of cerebral anaemia are not apparent in the 
initial stages of the haemorrhage, they may well develop 
as blood dilution occurs, that is, up to two days after the 
bleeding. 

A woman of 36 with an incomplete abortion remained 
fairly comfortable the first 24 hours after her curettage. 
She had not been transfused but had lost apparently a 
considerable quantity of blood although her haemoglobin 
on admission was 68 per cent. After about 24 hours she 
became disorientated and violent and a blood specimen 
taken then, showed the haemoglobin had dropped to 33 per 
cent. There had been no bleeding since the curettage 
but as the blood volume was returning to normal (by 
drawing fluid from the tissues) the progressive dilution 
was causing a steady drop in haemoglobin until cerebral 
anoxia supervened. 

The foot of the bed was raised as an emergency 
measure and by the time transfusion was begun the 
patient’s mental state had returned to normal. 


Indiscriminate Use Harmful 


This case was a real indication for bed blocking, 
however, it is unfortunate that its use is so indiscriminately 
applied to all post-operative cases that show any degree 
of ‘ collapse ’ after they return from the theatre. In these 
cases raising the foot of the bed may be extremely harmful 
and even fatal. 

An old man of 80 underwent a resection of his colon 
for carcinoma. The blood loss at operation appeared quite 
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considerable and in all two pints of blood were given in 
the course of one-and-a-half hours. Relaxation anaesthesia 
was given with controlled respiration and at the end of the 
operation the pulse was 88 and the blood pressure 115/70. 
Voluntary respiration had started following the closing of 
the incision. On his return to the ward he was placed in 
the Trendelenberg position. 

An hour later I was called to see him. He was 
sweating profusely and had a pulse of 120 and a blood 
pressure of 85/50. He was, in effect, exhibiting all the 
signs of acute blood loss, for want of a better name called 
‘ post-operative collapse’ or shock. He was certainly 
shocked, but why? Was he bleeding internally or was the 
trauma of the operation too much for him, or was it 
neither? I erected a drip (because one must do something 
under such circumstances and a drip seems to satisfy 
everyone) and Dextran was run in fairly fast. The response 
was not at all gratifying, his blood pressure dropping still 
further, so I augmented the drip with Methedrine in an 
attempt to elevate the blood pressure. Sure enough the 
blood pressure rose to 115/60 and it appeared that I was 
winning the fight. However, about 20 minutes later the 
blood pressure dropped to nothing and the patient died. 

The post mortem revealed that he had died of acute 
right-sided heart failure. The drip, the bed blocking and 
the Methedrine had all played their macabre role in 
causing this. Moreover if the condition of central cardiac 
failure had been recognized he would perhaps still be 
alive today. 

There are a number of extremely vital points that 
arise from this case history. The difficulty of recognizing 
central cardiac failure due to overloading the right side 
of the heart, and peripheral failure due to blood loss or 
plasma lost into the operative site, is extremely difficult 
in the unconscious patient. The treatment of peripheral 
circulatory failure with transfusion and hypertensive drugs 
will almost certainly kill a patient who is in effect suffering 
from central cardiac failure. The reason why this old 
man went into central failure was because the volume of 
blood transfused was almost certainly in excess of the 
actual amount lost and this small degree of overloading 
of the heart was made worse by tipping the bed. The 
final death blow was dealt by overloading the weakening 
heart still further by another transfusion containing 
hypertensive drugs. 

The danger of treating a post-operative case by bed 
blocking is so great that I would suggest that in people 
with a limited or doubtful cardiac reserve this pro- 
cedure should not be undertaken unless one is absolutely 
certain that the clinical picture amounts to a true peri- 
pheral failute, and I believe that these cases are in the 
minority. 


With Relaxation Anaesthesia 


Practically all abdominal surgery in this country is 
performed under relaxation anaesthesia; that is, the 
anaesthetist must employ a positive pressure in the 
patient’s lungs to ensure adequate ventilation. As a result 
of this an additional hazard has emerged that makes 
immediate post-operative care a much more complicated 
matter than in pre-transfusion and pre-relaxation anaes- 
thesia days. Due to this positive pressure, excessive 
pooling of the blood in the great sub-thoracic venous tree 
(abdominal and leg veins) will occur to a greater or lesser 
extent depending on the length of the anaesthetic. When 
' voluntary respiration becomes established the normal 
negative thoracic pressure will augment the venous return 
and a sudden influx of blood to the right heart may well 
cause its dilatation and even failure. Tipping the bed will 
certainly make matters worse. 
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The treatment of acute central failure of this kind is 
the very reverse of peripheral failure. Fowler’s position 
and even rapid digitalization is required; I remember in 
another case ordering an unconscious patient who had 
collapsed post-operatively to be propped up in bed, and 
being looked upon as a heretic, so deeply ingrained is the 
cult of tipping the bed among nurses. 

Another factor which probably plays an important 
part in the immediate post-operative period is the effect 
on the patient of the operation itself. Due to nervous 
impulses transmitted from the site of the operation from 
cutting and stretching of tissues, a reflex drop in blood 
pressure is liable to occur. This is caused by a reduction 
jn the tone of the arterioles and may easily be interpreted 
as blood loss by the anaesthetist. An intravenous infusion 
at this stage will undoubtedly improve. the condition of 
the patient but when the operation is finished and 
arteriolar tone returns there will be too much blood 
circulating in the now normal vascular bed, witha resultant 
increased load on the heart. 

The practical application of all this is that it is 
extremely important to give considerable thought before 
tipping a patient into the Trendelenberg position. This 
is even more important in the post-operative patient and 
whereas tipping the patient with a central heart failure 
may well hasten his death, not tipping him when he is 
suffering from other causes of shock will not make very 
much difference to him. So it appears that as a general 
rule it is very much safer not to block the bed. 


“Book Reviews 


Good Health with Diabetes 


A Patient’s Handbook (third edition).—by Jan Murray, 
M.D., F.R.F.P.S.G., F.R.C.P.E. (E. and S. Livingstone 
Limited, 15, 16 and 17, Teviot Place, Edinburgh, 2s. 6d.) 


This small handbook is so succinctly written that it 
contains in a few pages all the essentials a diabetic patient 
needs to know, at a price far lower than many more 
pretentious books of instruction. 

The diets are based on 15 gramme carbohydrate 
portions, no doubt the unit employed in the author’s own 
department. It is a very satisfactory unit to use, but 
makes the book of much less value to those diabetics 
given a different diet. With this proviso it can be recom- 
mended to all diabetics who want to know only the 
essentials of their illness. Its brevity may also recommend 
it to student nurses who are now expected to know so 
much general medicine that a larger book on a single 
disease might well appal them. | 


V. E. L. H., M.R.C.P. 


So I’m a Diabetic? 


—by Madeleine Scott, A.T.N.A. (Angus and Robertson, 105, 
Great Russell Street, London, W.C.1, 10s. 6d.) 


Nurses all too rarely write books and, alas, it is a 
pity this one cannot be recommended with rejoicing. 

Written in the form of questions and answers under 
the headings of ‘So I’m a Diabetic?’ ‘ Urine Testing ’, 
‘ Insulin ’, etc., the author writes with obvious knowledge, 
and great enthusiasm; indeed, the latter perhaps makes 
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her ©ver-optimistic in minimizing the disease to the 
patient, and one wonders if facts really support some of 
her statements, such as “‘ Diabetes is not a disease at all, 
it is a disorder .. .”’ and ‘‘(diabetes) is handed down 
from parent to child sometimes, but only rarely ”. 

Also one is distressed to find what a handicap the 
book labours under in this country, in being written for 
Australian diabetics. For instance, one likes its attention 
to detail, such as where the best syringes may be obtained, 
the address of diabetic clinics, etc., but all add up to 
wasted pages to people at the other end of the world. 

The book may be admired, therefore, but can only 
be strongly recommended to nurses bound for Australia. 

V. E. L. H., M.R.C.P. 


Father of Nobody's Children 


A Portrait of Dr. Barnardo.—by Norman Wymer. ( Hutch- 
inson and Co. Limited, 178-202, Great Portland Street, London, 
15s.) 


As one who has known a great deal of Dr. Barnardo's 
work, I have enjoyed very much reading this book and 
learning more of his early life. Thomas John Barnardo 
was the son of his father’s second marriage and was 
very delicate. He had many serious illnesses but was 
high-spirited and always in trouble at school, although 
possessing an alert brain and being a natural scholar. On 
leaving school he entered his father’s office where he was 
most successful, remaining there for four years. About 
this time he attended a revival meeting and was con- 
verted. Deciding to devote his leisure hours to social 
work he started helping with the Ragged Schools in 
Dublin. 

He was still far from being satisfied with life until 
just before 21 years of age, when he decided to become a 
medical missionary and was registered at the London 
Hospital as a medical student. During 1866 an epidemic 
of cholera broke out, exposing to Thomas Barnardo all 
the horrors of the East End slums. This led Thomas and 
his fellow students to start classes in an old donkey shed 
and it was there that he received his first indication and 
inspiration towards his life’s work. 

It was during this time that a destitute child of 10 
led him to a flat roof where 11 homeless children were 
sleeping. Having seen the misery of these children he 
rented a large house in Stepney Causeway and adapted it 
to accommodate 60 boys with a married couple to look 
after them. It was because an 11-year-old called Carrots 
was refused admission because the home was full and sub- 
sequently died of exposure that Barnardo made his slogan 
“No destitute child ever refused admission”. His 
experience in a common lodging-house made him open 
further premises which remained open all night. 

At the end of 1871, Lord Shaftesbury suggested that 
the case histories of each child be studied to trace the 
cause of destitution and distress and when Dr. Barnardo 
found how much of this was due to drink addiction, he 
started a temperance campaign and opened a new mission 
centre with rest rooms and a canteen. Soon after this 
he met the Earl of Shaftesbury, who gave him great 
support and after much work the East End Juvenile 
Mission was founded, which was the seedbed of Barnardo's 
Homes. 

After qualifying as a doctor, Barnardo decided to 
continue his rescue work in the slums of the East End 
instead of going to China. In June 1873 he married 
Miss Elmslie; his married life was a happy one and they 
had seven children, two of whom died of diphtheria. 
They lived at Barkingside and a wedding present of 
£1,000 made it possible for a girls’ home to be opened 
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and later on for the Barkingside Cottage Homes to 
develop. 

The Stepney office became the headquarters of 38 
branches of work, including the children’s homes and 
nurseries, the hospital, a medical mission, a sisterhood of 
deaconesses, the emigration scheme, boarding out, help 
for the unmarried mother and her child, a home for 
difficult girls needing rehabilitation, a home for cripples 
and two common lodging-houses for children only. 

Having spent his whole life and energy in the care 
of children with no thought for himself, it is not surprising 
that at 50 years of age he developed angina from which 
he died at the age of 60. 

Having read of Dr. Barnardo’s zeal and complete 
selflessness one feels very regretful that such sacrificial 
service is seldom seen today and one is filled with admira- 
tion for the man who was able to accomplish so much for 
needy children. 

H. J. H., S.R.N., S.C.M., H.V.CERT. 


Books Received 


Surgery for Nurses (fourth edition).—dby James Moroney, 
FLR.C.S.(Eng.), L.R.C.P.(Lond.), with a foreword by Miss 
Dorothy M. Smith, O.B.E. (E. and S. Livingstone, Lid., 
27s. 6d.) 

Gynaecologic Nursing (fifth edition).—by Robert James 
Crossen, A.B., M.D., F.A.C.S., and Ann Jones Campbell, 
R.N., B.S. (Henry Kimpton, 32s.) 

The Impact of the Change. Hospital Organization and 
Administration under the National Health Service. (The 
Acton Society Trust, 4s.) 


IRELAND’S HOSPITALS, 1930-19557 


“THIS book, well printed on cream paper and bound in 
green cloth boards, was prepared by the Hospitals 
Trust (1940) in collaboration with the Hospitals’ Com- 
mission, and specially published in conjunction with the 
study tour of hospitals in Ireland under the auspices of 
the International Hospital Federation (reported on page 
$45). It contains 72 pages of information (some of which 
is repeated in Irish, English, French, German, Portuguese, 
Swedish, Dutch and Italian), as well as a 76-page 
pictorial supplement. 
A foreword by the managing director of the Trust 
explains the debt owed to all who have participated in 
the Irish Hospitals’ Sweepstakes, and underlines the 


* Ireland's Hospitals—edited by ]. O’Sheehan and E. de 
Barra. (Eason and Son, O'Connell Street, Dublin, 135s.) 


The new County Health Clinic at Tralee, Co. Kerry. 
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Peamount Sanatorium, Newcastle, Co. Dublin, which received a total grant of 


£630,882 including £159,331 maintenance payment. 


necessity for their continuance. 

After a brief survey of the historical background of 
the hospitals, the change in outlook consequent upon the 
introduction of sweepstakes in 1930 is emphasized, and 
an account is given of the way in which they were organized 
and the money apportioned. The principles on which 
building priorities were established is explained and 
details given of the work done in some particular instances. 
Impressive lists follow of work already completed, of that 


For Student Nurses 


GENERAL NURSING COUNCIL 


PRELIMINARY STATE EXAMINATION — Part 2 
Principles and Practice of Nursing 


Question 2.—4 new patient is admitted to the ward. What 
observations should the nurse make and report to the ward 
sister ? 


When a new patient is admitted to a ward, for example 
an adult medical ward, the nurse should first observe his 
manner of arrival, whether walking, in a wheel-chair or on 
a stretcher, and whether alone or accompanied by relatives 
or friends; also his general condition, whether he is willing 
and able to converse and appears interested in his surround- 
ings, or whether he is apprehensive, appears extremely ill, 
or is unconscious. If he is on a stretcher, and conscious, the 
nurse should notice whether the patient appears to be in 
pain as he is lifted into bed, and as the screens or curtains 
are drawn round the bed whether he tries to assume any 
particular posture, as this is often an aid to diagnosis and 
may be disturbed as treatment proceeds. His colour should 
also be noticed, whether flushed, cyanosed, jaundiced or pale, 
and whether he is restless or still, noisy or quiet. It is usual 
at this stage to take and record the temperature, pulse, 
respirations and perhaps blood pressure, and to give sister 
a report of observations so far, and consult her about further 
procedure. 

If the patient is considered well enough to be admitted 
in the usual way, he is then undressed, and perhaps bathed 
and given clean night attire. His hair may at sister’s discre- 
tion be inspected. During the process of undressing, the 
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in progress and of plans for the future. 

Dispensaries and county clinics have a 
section to themselves, as do the tuberculosis 
services and cancer services. Between these js 
inserted a short chapter on ‘ Future Hospital 
Building’ which strikes an interesting note 
regarding changes in hospital needs. 

Some of the money raised by the sweep- 
stakes has been allocated to the Medical Research 
Council of Ireland, both for its general work, 
and, from time to time, additional sums for 
special projects; information is given as to how 
this money has been used. An account follows 
of the sweepstakes run for the Red Cross during 
the Second World War, and a multi-lingual 
explanation of how the Irish sweepstakes operate, 

Appendices list payments to hospitals and 
health agencies from sweepstake funds from 
1930-1955, and hospital building during the 
same period. The photographic supplement 
provides many excellent photographs of some of 
the new buildings, and there is a comprehensive 
index to this section. 

It appears that the different sections have 
been written separately, and there is a certain 
amount of overlapping and repetition. It is 
also a pity that in some instances photographs of the 
same hospital are pages apart, but for those who took 
part in the study tour, the book provides much that 
was of help at the time and is a valuable memento. 
Those who have not yet been able to study Ireland's 
hospitals at first hand will find it informative and 
interesting. 

L. M. D., S.R.N., S.C.M., R.F.N., 
Registered Sister Tutor. 


A Suggested Answer to a State Examination Question, 
by the Sister Tutor Section, Royal College of Nursing. 


FOR ENGLAND AND WALES 


nurse should notice not only obvious scars, blemishes, bruises, 
burns or bedsores, the texture of the skin and condition of the 
limbs, but also whether at any time the patient shows signs 
of discomfort or distress such as breathlessness or pain on 
movement, whether he complains of headache, nausea, faint- 
ness, sore throat ; whether he is deaf, unable to speak 
clearly or paralysed. 

If the patient is unconscious or semi-conscious, the nurse 
should also observe the equality or otherwise of the pupils, 
and the odour of the breath. 

‘A specimen of urine should be obtained as.soon as 
possible, and tested for albumin, acetone, and sugar. Stools 
if passed should be inspected before being thrown away, and 
if in doubt, nurse should save the faeces for sister’s inspection. 

Throughout the whole of these procedures the nurse 
should be aware of the patient’s mental reaction to his 
admission, whether he is apprehensive about his own condi- 
tion; preoccupied and apparently worried about matters 
at home ; oOver-anxious, or hiding his fear behind an over- 
confident manner. She should try and allay his fear and 
anxiety, and inspire confidence in her desire and ability to 
help, if necessary through sister, who must be informed if 
there is any apparent mental stress in the patient. Finally 
when all the routine of admitting is finished, and the patient 
as comfortable as possible, the nurse should give a detailed 
report to sister. 

The condition of the patient’s clothing should also be 
noted and reported, in case any special treatment such as 
laundering or disinfesting is required. Property also should 
be carefully checked and a report of it made to sister. 
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International Hospital Federation 


STUDY TOUR IRELAND 


VER £30,000,000 spent on new hospital build- 
ings in the past 25 years or so! On reading 
of this in the preliminary notice of the Inter- 
national Hospital Federation study tour in 
Ireland, it seemed incredible, as though a few ‘ 0 ’s must 
have slipped in unnoticed; but when further details were 
announced with the names of hospitals to be visited and 
the dates when the new buildings were opened, it was 
obvious that no mistake had been made. Then the 
question arose of where the money had come from: 
Ireland is not a wealthy country, and surely taxation 
could not be high enough to produce such a revenue for 
one part alone of a national budget. 


Sweepstake Iunds 


The Irish sweepstakes provided the answer. Since 
the first sweepstake, organized by six of the voluntary 
hospitals in Dublin in 1930, the response has been world- 
wide, and we were reminded more than once that money 
had been received from most, if not all, of the countries 
represented on the tour, and perhaps from a good many of 
the individual people who were now to see what had been 
done with it. The funds are administered by a statutory 
body, the Irish Hospitals Commission, and are spent 
on schemes which are subject to the final authority 
of the Minister for Local Government and Public 
Health. An illustrated book, Jreland’s Hospitals, 
was published in connection with the study tour, 
in which the foreword said: ‘‘ Now we offer to the 
world, which so generously responded to our appeals, 
an account of our stewardship ”’. 

The account was most impressive. Eighteen 
hospitals were visited, seven in Dublin, one each in 
Roscommon and Ballinasloe, two in Galway, one in 
Limerick, two in Killarney, one in Cahirciveen, 
two in Cork and one in Kilkenny. They varied 


Top of page: St. Mary's Orthopaedic Hospital, Cappagh. 
Right: the nurses sitting-room in the School of Nursing, 
Mater Misericordiae Hospital, Dublin. 


[Photo by Tudependent Newspapers] 


in size from the tiny 35-bed general hospital at Cahir- 
civeen to the 1,565-bed mental hospital in Ballinasloe. 
There were seven general hospitals; of the special hospitals 
there were one sick children’s, two infectious diseases, one 
cancer, one mental deficiency, one mental, one maternity, 
one orthopaedic, and three sanatoria. 

Not all of the hospitals were entirely new, but all had 
some new buildings—either new wings, new nurses homes 
or training schools. 

The oldest of the new buildings were the admission, 
tuberculosis and convalescent blocks and the nurses home 
at the Ballinasloe Mental Hospital (occupied in 1939); the 
newest were the extension to Our Lady of Good Counsel 
Hospital for Mental Defectives (opened and occupied in 
1956) and Our Lady’s Hospital for Sick Children, Dublin 
(opened in 1956, but not yet occupied at the time of the 
tour). 

Lovely sites had been chosen for all the completely 
new hospitals, with superb views from windows and 
balconies. We were fortunate in that the weather was 
good all the time: even the few clouds and showers which 
did occur only added to the beauty of the scene and 
brightened the colours. 

Where the new buildings were for the accommodation 


845 
a 
SIS 
Is 
tal 
Ite 
ch 
Or 
In 
is 
il 
), 
d 
r. 
| 


ample in the newer parts of the 


846 


of nursing and/or domestic staff they were on the whole 
very good; in fact many of the domestic staff quarters 
were much in advance of their equivalent in England. 
Beds were modern and comfortable, overhead lights and 
hand-basins were provided. There were exceptions: in one 
or two cases, for example, the maids accommodation, even 


The Nurses Home and School, Dublin. 


though new, consisted of small rooms where the corridor 
wall did not reach to the ceiling, and there seemed to be no 
adequate reason for this. In two of the nurses homes, the 
sisters rooms had recesses for built-in wardrobes and 
hand-basins. This reduced the size of the rooms, but made 
it easier to furnish them as bed-sitting-rooms. One 
interesting feature of some of these homes was the 
provision of showers, which were said to be increasing in 
popularity with both nursing and domestic staffs, rather 
than baths. 


Design and Function of Hospital Buildings 


The new hospital buildings were more varied, and 
correspondingly more difficult to assess. Added to this, 
many of them were either unoccupied or not in full 
activity, and the staff were quite aware that unforeseen 
points might arise which would necessitate modifications 
and adjustments. The hospitals were planned, in the 
majority of cases, horizontally rather than vertically. 
This arrangement certainly gave an impression of spacious- 
ness and allowed a maximum of air and light to reach the 
wards, but it involved the walking of considerable distances 
by the staff, and gave rise to many problems of heating, 
especially when this was dependent 
on hot water from one boiler house 
for a very large hospital. The low, 
angular buildings seemed incon- 
gruous in a country of soft lines and 
curves, though the hardness of 
outline was less noticeable when 
grey stone had been used, for ex- 


mental hospital, and at the County 
Hospital at Roscommon, than when 
light-painted stucco or concrete had 
been employed. 

The interior decorations were 
again contemporary and _ very 
pleasing in themselves, but it would 
have been interesting to have 
known the patients’ reactions to 
some of the colour schemes. A stay 


Cork Regional Sanatorium, Cork. 
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in hospital always calls for a great deal of mental adjust- 
ment, and some of the patients must have found not only 
the fact of their illness, but also the physical environment 
in which they were treated, very different from anything 
to which they were accustomed. 

Whatever the individual visitor’s opinion on such 
points as these—and there were nearly as many different 
opinions as there were visitors—there could be nothing 
but praise for the spirit shown by the staff who were to 
work in the hospitals. The old hospitals obviously had 
long traditions of which the staff were justly proud. In 
the new ones these traditions had yet to be established, 
but there was great joy in the new buildings and equip- 
ment, and a determination to put them to the best 
possible use in the service of the patients. 

The decision of the type and size of hospital to be 
erected in any place was reached only after a careful 
survey of existing facilities and estimate of future needs. 
Generally speaking, small district hospitals of under 50 
beds served the needs of the rural communities for medical 
care, minor surgery and midwifery. Any patients who 
could not be satisfactorily treated there would be taken to 
a county hospital, where full facilities for diagnosis and for 
major surgery would be provided as well as all the other 
normal work of a general hospital. More obscure illnesses 
would be treated at the regional hospitals, and these would 
also take the place of county hospitals in some cases. For 
example, the regional hospital at Galway (almost 600 beds) 
provided full hospital care for adults and children from 
Galway city and county, as well as special care for those 
from Mayo and Roscommon who could not get it in their 
own district or county hospitals. Looking to the future, it 
was thought that this system should prove adequate for 
many years, especially in view of the growing emphasis on 
preventive work, although more maternity beds might be 
needed. 

The position concerning infectious diseases and 
tuberculosis was different. We saw two new fever 
hospitals; one at Cherry Orchard, Dublin, with 292 beds, 
opened in November 1953, and one at Killarney, with 44 
beds, opened in 1940. The average daily bed occupancy 
of the former in 1955 was 247.8 and of the latter only 17.8, 
although there were 30 patients on the day of our visit. 
The average length of stay in the Dublin Fever Hospital 
was 41.6 days and in Killarney 16.9. The higher bed 
occupancy and longer average stay at the former was 
undoubtedly due to the number of patients suffering from 
poliomyelitis and to the fact that they were kept long 
beyond the febrile stage. Physio- and hydrotherapy were 
given there, and the patients were not transferred to 
orthopaedic hospitals as early as is the practice here. Even 
though some infectious diseases such as diphtheria and 
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Derrynane Bay. 


The Limerick Regional General Hospital. 


whooping cough were much less common than in the past 
(largely owing to improved public health and immuniza- 
tion services) and others occurred only sporadically, there 
seemed no doubt that these hospitals would continue to be 
needed for poliomyelitis patients, if not for other conditions. 


New Sanatoria 


Several new sanatoria had been built recently, apart 
from the three which we saw. Again, the outlook for the 
future varied in different districts, but in all three there 
was a certain number of patients suffering from non- 
tuberculous conditions such as bronchiectasis and car- 
cinoma. In Dublin, protection by BCG vaccination was 
made available to all contacts of tuberculous patients, and 
to all newborn babies, and the proportion of those accept- 
ing it was high; for example, the parents of 80 per cent. of 
the babies born in the Rotunda Maternity Hospital took 
advantage of it. It was hoped to extend this service to 
schoolchildren and adolescents as soon as supplies of the 
vaccine were adequate. In the south and west, on the 
other hand, progress in prevention was not so far advanced, 
and it was thought that the beds would be needed by 
patients with tuberculosis for some time to come. 

The design of the sanatoria was similar: a three- or 
four-storey hospital or treatment block (with wards, 
theatres, recovery rooms and X-ray departments), and 
numbers of single-storey pavilions scattered over sites of 
many acres. The patients in the pavilions were receiving 
medical treatment (rest, PAS and streptomycin, etc.) 
and ambulances were used to transfer them to and from 
the treatment block when necessary. As and when 
tuberculosis declined, more patients suffering from other 
forms of chest diseases would have to be nursed in the 
pavilions. Perhaps in further new hospitals the wards 
may be drawn closer together, or new pavilions may be 
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—Snapshots by our correspondent 


A cottage in Connemara. 


Part of the West Regional Sanatorium, Galway. 


put up nearer to the treatment block in existing sanatoria. 

The proportion of mental and mental deficiency 
hospitals to others in the itinerary of the tour might have 
reflected the general ratio, or it might have been due 
to time and geography—that the route could not be 
lengthened to include hospitals in other districts, even if 
only quite a short distance away—or again it might have 
indicated that work on those hospitals had only just 
begun. Looking again at Jreland’s Hospitals, one 
realized that the hospitals visited represented only the 
result of the short-term building programme (1949-1955) 
and that much more attention would be given in the 
future to the problems of mental illness, mental deficiency 
and old age and chronic disease. 


Treatment 


It was obviously not possible to form an opinion of 
the standard of care given to individual patients while 
spending only a few minutes in each ward; nor could one 
go into details of the types of operation performed or the 
drugs used. All that can be said is that the patients all 
reported, when asked, that they were “ Doing fine now, 
thank you ”’. 

Diets in the general hospitals and sanatoria sounded 
as though they were generous, varied and interesting, but 
(as is the case in England) the patients in the mental 
hospitals were not so well fed. 

There did not seem to be as much emphasis on 
occupational therapy (again, in the sanatoria and mental 
hospitals) as in similar hospitals here, and the sister of one 
women’s pavilion in a chest hospital said that although 
the patients were encouraged to knit or sew, and although 
a few read a good deal they tended to slip into lazy ways, 
and those who were ordered complete rest at first did not 
become very active even when they were allowed to do 
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more. 

A contrast to this was seen in the Lota Mental 
Deficiency Hospital for Boys, in Cork (Our Lady of Good 
Counsel Hospital) which is run by the Brothers of Charity. 
The hall used for training the boys in various handicrafts 
was not very big, but the standard of work achieved was 
high. Although more room and apparatus would have 
been helpful, this was to some extent offset by the fact 
that few of the boys could concentrate on any particular 
task for long, so that there was a fairly rapid turnover of 
occupants. 

The older and higher-grade boys helped in the 
gardens, and many of them could go home or to selected 
and sheltered employment at the normal leaving age of 16 
or even earlier. Each boy received sixpence pocket-money 
from the Brotherhood each week (though it might be 
reduced as punishment for unsatisfactory behaviour) as 
well as any money sent to them by friends and relatives; 
there were sweet-shops in the home at which this money 
could be spent. 


Administration and Staffing 


Some of the hospitals seen were voluntary— St. Luke’s 
Centre for Radiotherapy, Dublin; Mater Misericordiae 
Hospital, Dublin; Our Lady’s Hospital for Sick Children, 
Dublin; Rotunda Maternity Hospital, Dublin, and Lota 
Hospital for Mental Defectives (Hospital of Our Lady of 
Good Counsel), Cork. The others were run by the borough 
or county councils. 

In many, nuns and lay nurses worked side by side, 
while in others the nurses were entirely religious or 
entirely lay. In those which were training schools for 
nurses, the students did much of the work in the wards, 
but in the smaller hospitals, all nurses were fully trained. 
There is no Roll of Assistant Nurses in Ireland, and 
although in one hospital we were told that orderlies 
helped with the serving of meals, bed-making and toilet 
rounds, in all other cases the nurses said that they did 
everything for the patients. Everywhere it was said that 
there was no difficulty in get- 
ting sufficient student and 
trained nurses. There were 
enough replies to advertise- 
ments when vacancies occurred, 
and none of the training schools 
had brochures or considered 
them necessary ; but in all cases 
there was great difficulty in 
getting and keeping domestic 
staff, even in spite of the good 
living conditions provided for 
them in most hospitals. 


Thorough Organization 


To conduct a party of 160 
people from 14 countries on an 
intensive 10-day tour, to enable 
each of them to see the aspect 
of the Irish hospital service in 
which he or she was especially 
interested and to give oppor- 
tunities for discussion and 
recreation was a feat on which 
everybody concerned was to be 
congratulated. The organizing 
committee of the Irish Hos- 
pitals Commission and the staff 
of the International Hospital 
Federation had been at work 


An aerial view of Kilkenny Hospital. 
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for over six months, planning the route, selecting the 
hospitals to be visited, inspecting the hotels and arranging 
transport, and the ease with which everything moved 
testified to the thoroughness of the preparation. 


Hospitality in a Lovely Land 


But we were not allowed to look only at hospitals. 
We were in Ireland, and the Irish are a hospitable race, 
and very proud of their lovely land and its wealth of lore 
and legend, so we must share in all that they had to 
offer. 

Every spring, a festival is held. Ireland is‘ At Home’ 
to visitors and to her own people who have emigrated, and 
who are encouraged to return at least for a visit then. A 
special pageant is written each year and performed by 
amateur actors and actresses in the open-air stadium at 
Croke Park, Dublin. The scenes are taken from old Irish 
folk-stories, and this year incidents in the life of Cuchulainn 
of Murthemne were depicted. Even when translated into 
English, it was full of poetry, humour and drama, and the 
setting and presentation were most beautiful. 

_ Then the participants in the tour had the honour of 
being received by the President of the Republic. They 
were also entertained to lunch at several of the hospitals, 
and to receptions and dinners by the Irish Hospitals 
Commission, the Minister for External Affairs, the Bord 
Failte Eireann, the Minister for Local Government and 
Public Health and the Irish Hospitals Trust. 

The tour was planned to include examples of the 
varied and lovely scenery—the rich farmland of the central 
plain, the rolling beauty of the mountains and the wild 
ruggedness of Connemara and the south-west coast, as well 
as Killarney’s wonderful lakes and isles. Many historic 
cities were visited—all too briefly—and many resolutions 
were made to return to explore the country further at 
greater leisure. 

Altogether, it was a most successful tour, and a very 
memorable experience. 

LiL1AN M. DARNELL. 


{from Ireland's Hospitals 1930-1955) 


if 
| 
| 
~ > 
/ 
ue 
é 


Nursing Times, August 31, 1956 


AMBROISE PARE 
(7510-1590), Army Surgeon 
and Humanitarian. 


URGERY was for long the concern of persons 

known as barber-surgeons, men of little education. 

Even when it became recognized that the physician's 

training required the demonstration of human 
anatomy it was for long the custom for the professor of 
medicine to discourse on the subject, occupying his distant 
and elevated ‘ chair ’, while the menial service of revealing 
the parts of the cadaver was relegated to a barber-surgeon. 
Presently the barber-surgeons like other craftsmen 
organized themselves in guilds and gradually evolved 
almost professional codes. The Barber-Surgeons of 
London owned in the 15th century a beautiful hall, 
destroyed some 15 years ago by enemy action. Fortu- 
nately their Guild-book survives and is in the British 
Museum. But the barber-surgeons were not expected to 
master the Latin language. 

In England the barber-surgeons owed much to John 
Woodall (1556-1643), a Master of the Barber-Surgeons’ 
Company and surgeon to the newly founded East India 
Company. By his book The Surgeon's Mate he made 
every effort that the barber-surgeon, of whom one was 
appointed to each of the Company’s ships, should receive 
at least a modicum of knowledge and also equipment. 

In France there arose ‘ The sworn surgeons of the 
Brotherhood of St. Cosmas ’, situated in Paris and regarded 
with jealous eyes by the medical faculty of the University 
of Paris, who were empowered by law to give or to with- 
hold permission for the publication of every medical work. 

Some 50 years before Woodall lived a barber-surgeon 
of Paris, Ambroise Paré (1510-1590) who played perhaps 
the largest part in the elevation of surgery from a despised 
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The strapado—an 
ancient method for 
veducing a dislocated 
Shoulder, from an 
old manuscript (see 
next page). | 


Beginnings of Medicine in Europe 


4. RISE OF THE PROFESSION 
OF SURGERY 


by DOROTHEA WALEY SINGER, former vice-president and 
member of the Council of the Historical Section, 
Royal Society of Medicine. 


handicraft to a position equal to the other branches of 
the healing art. Paré realized that the study of human 
beings, both the living and the dead, rather than the 
study of books offered the best road to medical achieve- 
ment. To quote his own Surgical Aphorisms and Rules : 
“ Health is not recovered by words but by remedies fitly 
used.’’ And again: “ Reason cannot see or search as the 
finger can by touch.’’ Throughout his long life Paré 
devoted himself to acute observation and careful records 
of his cases. Thus he acquired an amount of knowledge 
that amazed his contemporaries. 


Paré’s Contributions to Surgery 


Paré’s three great contributions to the surgical art were 
his discovery that gunshot wounds are not ‘ poisonous ’ 
and therefore do not require the application of boiling oil, 
but are best healed by soothing applications; secondly, the 
cognate doctrine that haemorrhage after amputations 
should be arrested not by the terrible method of the 
cautery, but by simple ligature; and thirdly, his advocacy 
of the method now known as podalic version of the babe 
before delivery in cases of abnormal presentation. None 
of these three great changes was entirely without precedent 
in surgery; but although they were already known, it may 
be claimed for Paré that they became popular and were 
really adopted into current practice largely through his 
influence. 

But the greatest of all his contributions was the 
service of his own winning personality, the example of his 
steadfast efforts to increase his knowledge of human 
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anatomy and his skill in the surgical art, and his constant 
emphasis on the surgeon’s duty to exert his utmost effort 
to avoid or relieve the patient’s suffering. Paré’s argu- 
ments for his methods are repeatedly based on his own 
careful observation that they gave less pain. ‘‘ All must 
be plucked forth with as much celerity and gentleness as 
may be. For presently after the receiving of the wound 
the pain and inflammation are not so great as they will 
be within a short time after.’’ In his first publication on 
gunshot wounds he claims that his ‘ incisive pliers * are 
less painful than a saw. Even his respect for Hippocrates 
cannot lead him to accept the Hippocratic cure for dislo- 
cated shoulders. ‘“‘ I do not show any such way of giving 
the strapado (a form of torture) to men, but I show the 
Chirurgion . . . the way to reduce them surely-and with- 
out great pain.” 

The young barber-surgeon was selected as a resident 
pro-sector at the famed Hé6tel Dieu hospital of Paris, and 
this was no doubt a signal honour as well as a magnificent 
opportunity for him. After some three years, he was 
appointed surgeon to Marshal de Montejan, whose troops 
were marching to recover the provinces of Piedmont and 
Savoy for King Francis I of France from the Emperor 
Charles V. In those days army surgeons formed part of 
the personal domestic staff of the generals whose troops 
they were to attend. 

After the first battle Paré found his hands full with 
work for which he was totally unprepared. He tells us 
how he, ‘a fresh-water soldier’, on his first campaign, 
watched the other surgeons and observing that they treated 
all gunshot wounds with boiling oil, he formed his practice 
on theirs. The humane Paré tells us of his extreme agitation 
when one evening, his supplies having run out, men had 
to be treated without the indispensable boiling oil. The 
next morning, rising early, after an anxious and restless 
night, he went at once to make the rounds of his patients 
and was astonished to find that every man whose wounds 
had been treated only with a salve had passed a comfort- 
able night, while all who had undergone the customary 
treatment were, as we may well believe, in fever and great 
pain. ‘‘ Then I resolved within myself never more so 
cruelly to burn poor men wounded with gunshot.” 


A Lovable Personality 


Another reminiscence of his war service illustrates 
Paré’s lovable personality, the humanity that rescued a 
poor wounded soldier believed to be dying and the almost 
child-like vanity that did not fail to recall the affair with 
the note ‘ the author’s charity ’. After the rough manner 
of those times, the man was to have been cast straightway 
into a ditch that had been dug for his grave, “ or else 
the peasants would massacre him. I moved with pity 
told his master that he might yet be cured if he were 
well drest . . . and after I had clothed him he was put 
into a cart upon a bed well covered. I did the office of 
Physician, Apothecary, Chirurgeon and Cooke. I drest 
him even to the end of his Cure and God cured him.”” The 
episode seems indeed to have made a profound impression 
among the troops with whom Paré was serving, and a 
gift for him was raised by a contribution from every 
man-at-arms and every archer. 

The next years were spent as surgeon to successive 
army chiefs with interpolated periods of private practice 
in Paris. Having passed in 1540 and 1541 the mecessary 
examinations of the University of Paris, Paré was admitted 
a Master Barber. It was another 14 years before he was 
accorded promotion to become a ‘ Sworn Master Surgeon 
of the Brotherhood of St. Cosmas’, having meanwhile 
become perhaps the most distinguished surgeon in France 
and been appointed First Surgeon to His Majesty, a post 
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that he held under successive monarchs. 

While Paré was still but a barber-surgeon, his treat- 
ment of gunshot wounds without the use of boiling oj 
had attracted the attention of the famed physician Sylvius 
(Jaques Dubois) who invited him to his house and urged 
him to publish the method. This was a strong step on 
the part of Sylvius for the Paris medical faculty was most 
reluctant to concede academic recognition even to the 
Brotherhood of St. Cosmas. Publication was, however, 
achieved of this and of many other works from his pen, 
in spite of some rough passages with the Faculty. They 
objected to a mere surgeon presuming to advocate medical 
prescriptions, and were furious with Paré’s assurance that 
no cure could be effected by the administration of 
‘mummy’. Paré’s books were of course all written in 
French. His collected Works commanded a wide sale and 
were translated into English, German, .Dutch—and also 
Latin ! 

It has been said that Paré was the only Huguenot 
in Paris who survived the awful massacre on St. Bartho- 
lomew’s night. He does mention an attempt to poison 
him “at dinner in certain company where I was hated 
to death on account of religion ’’. It was foiled by his 
immediate recognition of his own symptoms. He rushed 
to a chemist, vomited, then took “a posset of oil and 
held it some time in my stomach before vomiting it; 
which oil prevented the sublimate from adhering to the 
walls of my stomach. And then I took a good quantity 
of cow’s milk mixed with butter and the yolk of eggs, 
and thus I saved myself from the poisoners’ hands.”’ 

More characteristic of the part he played in those 
unhappy times is the glimpse given us by a contemporary 
French chronicler of almost the closing act of Paré’s life. 
The town of Paris was enduring a severe siege in the course 
of the civil wars and the populace, raging with hunger, 
clamoured for surrender. The Archbishop of Lyons who 
commanded the defence answered their cries with the 
gallows. 

We can picture the old man, whose own orthodoxy 
was more than suspect, emerging from his retirement to 
face the Archbishop. ‘‘ Monsignor,” spake the rugged old 
surgeon as he came upon him in the street, ‘‘ these poor 
people demand pity of you. For God’s sake, Monsieur, 
give it them if you would have God’s countenance. 
Consider the duties of your charge for which you must 
answer to Him. Therefore, by the power which we all 
know you wield, give us peace.’’ The Archbishop, it is 
related, listened in silence and afterwards he said that 
this good man had altogether astonished him and that 
this was a different sort of politics from his own. The 
chronicler records Paré’s death a very few weeks later “ in 
his own house. Peace be to his memory.” 


Rhodesia and Nyasaland Medical School 


"THE University of Rhodesia and Nyasaland has 
appointed a planning committee to advise the 
College on the establishment of a medical school. 
The chairman is Mr. L. Farrer-Brown, Director, the 
Nuffield Foundation, and members include Professor 
W. Melville Arnott, professor of medicine, University of 
Birmingham; Professor T. H. Davey, professor of tropical 
hygiene, University of Liverpool; Professor A. D. M. 
Greenfield, professor of phvsiology, Queen’s University, 
Belfast; Professor P. B. Medawar, professor of zoology, 
University College, London; Professor R. Milnes Walker, 
professor of surgery, University of Bristol; the Hon. 
Honor M. V. Smith, reader in medicine, University of 
Oxford. 
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ROYAL SOCIETY OF HEALTH 


Reconstructed Museum Hall 


HOSE who .are interested in- modern 
interior decoration and handling of 


some extent be masked by the permanent 
public health exhibition and periodic special 
exhibitions which the Society will show there. 

The walls are ‘ air blue’, according to Sir Hugh (or, 
more commonly, ‘ ice blue ’) with some contrasting white 
surfaces; paintwork is dark ink blue, with doors in dark 
Mediterranean blue, and there are effective panels and 
touches of deep coral; the considerable amount of wood- 
work employed is of Honduras mahogany, unpolished, of 
a warm reddish-brown. Inside the glass roof a fluted 
transparent plastic ceiling has been constructed, with 
access by cat-walk for cleaning and for adjusting lighting. 

Lighting in the main hall is by circular ‘ porthole ’ 
lights set in the wall surface, shining through pearl- 
sprayed curved covers, and this effect of lit-up portholes 
and the railed galleries at different levels, give the impres- 
sion of being on board an ocean-going liner. Floor 
coverings are black and white marl, or lime-green and 


colour should visit the reconstructed 


museum hall at the headquarters of the jas been provided 
Royal Society of Health, at 90, Buckingham for in the new hall, 
Palace Road. Sir Hugh Casson, R.D.1., M.A., 
F.R.I.B.A., was entrusted with the task of for exhibits 7 
modernizing the old museum hall, which was G@ition to the main 
itself something of a museum piece. The floor; stairs lead to 
result now achieved is so excellent that it ‘#¢ arrow gallery at 


seems almost a pity that its beauties must to — tn gp ary 


white marl on stairs and galleries. The whole effect is 
cool (important with overhead daylight lighting) and 
the barn-like space has been most cleverly broken up, as 
will be seen from the picture, by the galleries at different 
levels. At one end is a small lecture room equipped 
with blackboard and cinema screen, for talks to visiting 
parties of students, and also adjacent is a store-room so 
that the permanent exhibits can make way for special 
exhibitions when required. 

The Royal Society of Health is to be congratulated 
on now possessing an exhibition hall which should set off 
to advantage anything they may wish to stage in their 
educational work for public health. The hall has cost 
£12,000 to convert and equip, and the Society is appealing 
to industrial firms, organizations or individuals to assist 
in outlay and maintenance. 


INFECTIOUS DISEASES IN SCHOOLS 


HE closure of schools and the exclusion from school of 
children (and/or members of staff) on account of 
infectious illness is the subject of a memorandum* issued 
_— by the Ministry of Education and the Ministry of 
ealth. 

While the ultimate responsibility for action, either 
in closing schools or in excluding pupils or others is the 
responsibility of the medical officer of health or the principal 
school medical officer concerned, this memorandum is of 
importance to school nurses, nursery staffs and to health 
visitors, who may well be the first to observe a case of 
infective illness, or to hear of a home contact, which might 
call for medical action. They will find in this memorandum 
Clear guidance recommended in the light of the change in 
incidence and severity of various infectious illnesses, and of 
modern knowledge on the control of infection. 

In the foreword it is emphasized that the scope of the 
memorandum does not go beyond the occurrence of com- 
municable disease as it affects school attendance; it is pointed 
out that exclusion from school or the closing of schools is only 
one possible method of preventing the spread of infection. 
In many cases, indeed, it is not considered the best method: 
as an example, the closing of a school in an urban area may 
be quite ineffective as a means of isolation, while in a scattered 
rural area, where the school is almost the only meeting place 
for the children, it is more often to be recommended. 

The memorandum deals with the exclusion of individual 
children, either as sufferers from an infection or as contacts; 
also of members of the teaching, nursing, administrative or 
domestic staff—particular stress being placed on those 
concerned with the preparation of school meals. Guidance 
is given in the case of specific infections, those such as small- 


pox or poliomyelitis demanding, naturally, more stringent 
precautions than the less severe illnesses. With regard to 
diphtheria, now so rare, immediate and vigorous action is 
recommended, and when a case has been reported in a school- 
child, the school should be visited daily for a week by a 
member of the staff of the school health service. Any child 
in the school observed to have a nasal or aural discharge 
should be excluded, pending bacteriological investigation. 
Also, visits should be paid to the homes of any children who 
are absent, if there is the slightest doubt as to the cause of 
absence. 

Commenting on a recent suggestion that young girls 
should be intentionally exposed to German measles infection, 
the memorandum points out that apart from other questions 
arising from this unorthodox procedure, it might happen that 
the mother of such a child might be in the early stages of 
pregnancy and the very situation which it was designed to 
avoid might therefore be precipitated. 

In the section on the exclusion from schools of members 
of staff contracting or becoming home contacts of pulmonary 
tuberculosis, the suggestion is made that the rules which 
apply to teaching staffs, etc., should now be extended to apply 
also to members of the school medical, dental and nursing 
staffs, and also to persons employed in the preparation and 
service of school meals. 

, Appendix A to the memorandum lists conveniently, for 
quick reference, spécific infections, with incubation period 
figures and the period of exclusion from school recommended, 
both for patients and for contacts. 

*‘ Memorandum on the Closure of Schools and Exclusion from 
School on Account of Infectious Illness’. Issued by Ministry of 
Health and Ministry of Education. (H.M. Stationery Office, 1.34.) 
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Above : 
centre, Miss M. Bell; matron, and Mr. 
who presented the prizes. 


prizes. 


Right : 


St. Bartholomew’s Hospital, 


Rochester 


E awards were presented by Sir Cecil 
Wakeley, Bt., past president, Royal 
College of Surgeons. Miss L. P. Green, 
matron, in making her report, mentioned 
some experiments being made to assist 
recruitment: four sessions of talks, films 
and discussions in which student nurses 
had taken part had been attended by 78 
girls from schools, youth clubs, etc. A 
‘ St. Bartholomew's Junior Club ’ was being 
formed for young people interested but not 
yet old enough to enter training, in order 
to hold their interest. 

Sir Cecil Wakeley spoke of the doctors’ 
indebtedness to nurses: ‘ We could not 
do very much without your help ’’, he said. 
Successful treatment of the sick depended 
upon the whole team, and if there was a 
weak link in the chain, everything would 
go wrong. The modern nurse had to 
master a great deal of medical scienve, and 
if she was worth her salt she would be 
something of a psychologist too, so that 
she would know the best approach to each 
individual patient. 

Mrs. Chavasse, wife of the Bishop of 


LEWISHAM HOSPITAL prizewinners with, 
Franklin Engelmann, 
Miss E. J. Edwards and Miss D.Panks 
won nursing prizes, and Miss S. Stone and Miss ]. Hill practical 


STIRLING ROYAL INFIRMARY. Prize- 
winners talk to the Countess of Mar and Kellie after she had 
presented their awards. 


for practical nursing. 


é 


Rochester, also addressed the nurses, 
stressing the spiritual side of their work in 
caring for the sick. 

The prize for nursing was awarded to 
Miss H. F. C. Lyons; Miss E. E. Jenner 
won the prize for leadership, and sister 
tutor’s prize for sustained effort throughout 
training was won by Miss M. P. Millham. 
Matron’s prize for the best ward reports 
went to Miss W. Smith, and the Dean’s 


Right: BROMLEY 
HOSPttaé.. 
Prizewinners with 
Miss M. Berkeley, 
matron and Miss M. 
L. Wenger, editor of 
the ‘ Nursing Times’ , 
who presented the 
awards. Miss K. 
Neville won the gold 
medal, Miss E. Green 
the silver medal and 
two prizes, Mrs. D. 
Bandy matron’s prize 
for practical nursing, 
and Miss J. Card 
Dr. Whitlock’s prize 


Nursing Times, August 31, 1956 


NURSING SCHOOL 


NEWS 


prize awarded for ‘ good fellowship’ was 
won by Miss L. A. Weeks. 


White Lodge Hospital, Newmarket 


HE prizes were presented by Lady Hyde, 

lady-in-waiting to the Queen Mother. 
The following day was held as hospital 
open day, and despite the very bad weather, 


about 600 visitors went round the hospital 
and saw the special displays arranged by 
departments. Staff were on duty to explain 
the work of each department. 

Miss W. McHugh and Miss R. Wood won 
the finalists prize, and Miss R. Wood was 
awarded matron’s prize. 


left: ROYAL SUSSEX COUNTY 
HOSPITAL, Brighton. Seated, left, 
Miss B. K. Marshall, bronze medal, with, 
centre, Miss M. G. Lawson, O.B.E., 
deputy chief nursing officer, Ministry of 
Health, who presented the prizes and right, 
Miss en: D. White, gold medal. Standing 

second from right, Miss A. M. Elkercamp, 

stlver medal. 
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HERE and THERE 


OPERATING THEATRE 
SCHOLARSHIP 


ISS Margaret Seely, A.R.R.c., general 

theatre superintendent at Northampton 
General Hospital, has been awarded a 
three-month scholarship enabling her to 
study operating theatre techniques at 
hospitals anywhere in the United Kingdom. 
The scholarship is sponsored by the Ethicon 
Suture Laboratories, Edinburgh, and 
awarded through the Scottish Board of 
the Royal College of Nursing. During the 
last war, as a member of the Queen 
Alexandra Imperial Military Nursing Ser- 
vice Reserve, Miss Seely worked in military 
hospitals in Normandy, Antwerp and 
Brussels. 


RED CROSS RADIO 
EMERGENCY SERVICE 


THE British Red Cross Society can now 
call upon the services of organized 
groups of amateur radio operators with 


portable or mobile equipment in emergencies 
or disasters, such as floods, blizzards, rail- 
way accidents, and soon. The Postmaster 
General has consented to the amendment of 
amateur operators’ licences, permitting 
‘third party’ messages to be transmitted 
to the Red Cross in such emergencies where 
normal systems of communication have 
broken down or are inadequate. Such a 
service has operated for some years in the 
United States and has proved invaluable. 

Among the 8,000 amateur radio licence 
holders in this country, 1,000 have already 
joined the Radio Amateur Emergency Net- 
work (RAEN) as the new service will be 
called, and many more volunteers are 


anticipated. 

Red Cross cadets, 
who are trained to act 
as messengers in times 
of need, will now be 
trained to take part 
in a link-up with 
RAEN; this should 


give a fillip to recruit- go) TON Royal Infirmary and Bolton District General Hospital 


ment among boys. 

To illustrate the dif- 
ficulties encountered 
due to breakdown of communications on 
past occasions, a Red Cross officer men- 
tioned the case of the matron of a hospital 
who glanced out of the window while 
sipping her afternoon cup of tea and saw a 
convoy of ambulances approaching; this 
was the first news she had of a bad railway 
accident in the vicinity, the telephone lines 
having been overloaded with emergency 
calls. 

When the new radio service is fully 
organized, it is hoped to have an ‘ on call’ 
system of volunteers available round the 
clock, and eventually it is aimed 
to install a radio station at the 
top of the British Red Cross head- 
quarters building in Grosvenor 
Crescent, London. 


HOME FROM SUEZ 


Left: Suez Canal Zone evacuees 
—thildren who have been flown 
from the Canal Zone with their 
families with a B.O.A.C. nurse on 
arrival at London Airport. 


Below: BELLSHILL 
MATERNITY HOSPITAL 
prizegiving for pupil midwives. 
The Henry james Thomson 
Memorial gold medal, won by Miss 
C. A. Smillie, was presented by 
Mrs. Margaret F. Myles (centre), 
lately principal tutor at the Simpson 
Memorial Maternity Pavilion, 
Edinburgh. On her left is Mrs. J. 
M. Macdougall, M.B.E., matron. 


share @ new central preliminary training school which can accom- 


modate 40 students. 


DEVELOPMENTS AT 
EDINBURGH HUSPITALS 


HE first stage of a plan for the develop- 

ment of Edinburgh Royal Infirmary, 
involving the surgical outpatient, the physio- 
therapy and X-ray departments, have 
been approved by the South Eastern 
Regional Hospital Board, who agreed to 
meet one-tenth of the capital cost. The 
work is expected to cost £250,000. 

The initial stage includes the reconstruc- 
tion of the surgical outpatient department, 
the conversion of Ward 2 into a surgical 
consultation department, and the construc- 


‘tion of two additional floors on the physio- 


therapy department to provide medical 
consultation suites and additional accom- 
modation for the X-ray department. 

In connection with the development of 
the mental health service the board 
approved projects put forward by the Royal 
Edinburgh Mental Group, for which the 
ceiling of expenditure would be £450,000, 
to include the erection of a diagnostic and 
admission block, the provision of a new 
block at Jordanburn, and adaptations in 
the existing Jordanburn premises. 
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SURGICAL TEAM FOR 
LATIN AMERICA 


R. T. Holmes Sellors, surgeon, Dr. A. I. 

Parry Brown, anaesthetist, and Dr. 
W. W. Brigden, cardiologist, who all hold 
appointments at hospitals in London, are to 
visit Latin America, under the auspices of 
the British Council, to give demonstrations 
and lectures to medical audiences in Brazil, 
Uruguay, Chile and Colombia. Each 
member of the team will lecture separately 
on his own specialty and they will combine 
to demonstrate particular investigations and 
operative techniques. 
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BRITISH COMMONWEALTH AND EMPIRE NURSES WAR MEMORIAL FUND 


Scholarships 1956—57 


EN scholarships have been awarded by 

the British Commonwealth and Empire 
Nurses War Memorial Fund for post- 
certificate study during the academic year 
1956-57. Of these, five go to nurses of the 
United Kingdom, one to South Africa, one 
to India, one to Pakistan, one to the 
Colonies, and one to the Federation of 
Rhodesia and Nyasaland. These scholar- 
ships are to the value of £350 sterling each, 
and are available for post-certificate-study 
in a country other than the scholar’s own. 


UNITED KINDGOM 


Duchess of Northumberland Scholarship : 
Miss Armorel Billing, S.R.N., S.C.M., H.V. 
CERT., M.T. DIP., ward sister, British 
Hospital for Mothers and Babies, Wool- 
wich. To study maternity and child 
welfare in New Zealand. 


Sir James Knott Scholarship: Miss Joyce 
Degg, S.R.N., S.C.M., R.S.C.N., M.T. DIP., 
matron, Zachary Merton Maternity Hos- 
pital, Rushington, Sussex. ‘To study 
maternity and child health in the United 
States. 

Permanent Fund Scholarship: Miss Edna 
Jackson, S.R.N., S.C.M., R.S.C.N., H.V. CERT., 
deputy chief nursing officer, Ministry of 
Health. To study nurse education in 

- Canada and the United States. 

Permanent Fund Scholarship: Miss Marion 
Smith, S.R.N., S.C.M., Q.1.D.N. CERT., D.N., 
ward sister, Cumberland Infirmary, Car- 


lisle. To study clinical supervision and 
the use of auxiliaries in the United States 
and Canada. 

Permanent Fund Scholarship: Miss Betty 
Cowell, S.R.N., S.C.M., midwifery tutor, 
Nuffield Maternity Home, Oxford. To 
study midwifery teaching methods in 
Scandinavia. 


COMMONWEALTH 


Pakistan. Lady Louis Mountbatten Scholar- 
ship: details not yet received. 

South Africa. Permanent Fund Scholarship: 
Miss Beatrice Lumsden, Medical and 
Surgical Nursing Cert., Midwifery Cert., 
H.V. and School Nurses Cert., Mother- 
craft. Cert., school nurse, Education De- 
partment, Natal Provincial Administra- 
tion. To study child nursing in the 
United Kingdom. 

Federation of Rhodesia and Nyasaland. Per- 
manent Fund Scholarship. (Scholarship to 
be held over for one year): Miss G. V. 
Wessels, Registered Nurse and Midwife, 
sister, Southern Rhodesia and Federal 
Nursing Service. To study hospital 
administration in the United Kingdom. 


REPUBLIC OF INDIA 


Permanent Fund Scholarship: Mrs. G. M. 
Grey, Registered Nurse and Midwife, 
senior ward sister, Lady Hardinge Hospi- 
tal, New Delhi. To study nursing admin- 
istration in the United Kingdom. 


COLONIES’ 

Jamaica. Permanent Fund Scholarship; 
Miss Norma duMont, Registered Nurse, 
Registered Midwife, Public Health Nurse; 
public health nurse, Health Office, 
Jamaica. To study health visiting in the 
United Kingdom. 


The Memorial Fund 


The British Commonwealth and Empire 
Nurses War Memorial Fund was founded 
in 1946 to provide a memorial to the 
nurses, midwives and auxiliaries of the 
British Commonwealth who gave their lives 
in World War2. Over £100,000 was raised, 
and the first part of the memorial took the 
form of a nurses memorial chapel in West- 
minster Abbey. This chapel houses a roll 
of honour of over 3,000 nurses. 

The second part of the memorial is the 
foundation of post-certificate travelling 
scholarships for nurses and midwives of the 
Commonwealth and Empire. Since 1950, 
62 scholarships have been awarded as 
follows: United Kingdom 36; Canada 4; 
Australia 3 ; South Africa 4 ; New Zealand 
2: India 2; Pakistan 2; Rhodesia and 
Nyasaland 1; Ceylon 1; Hong Kong 1; 
Malaya 1 ; West Indies 1 ; Gold Coast 1 ; 
Fiji 1; Cyprus 1; Kenya l. 

Further details of the fund can be obtained 
from the hon. secretary, Miss J. Elise 
Gordon, 0.B.£., Dorset House, Stamford 
Street, London, S.E.1. (WATerloo 3333). 


Letterstothe Editor 


Psychology of the Long-stay Patient 


Mapam.—With reference to Miss Telfer’s 
article ‘ The Psychology of the Long-stay 
Patient’, I heartily agree that “the 
chaplain has a part to play in attending to 
what is, after all, the most important part 
of the individual—the spirit’. As a ward 
sister I am fully aware of the effect of ward 
services and bedside visitation on the 
patient who looks forward to these all too 
infrequent breaks in the routine of hospital 
life; but what of the patient, often the young 
one, who has no religious background what- 
soever ? I do not agree that “ the chaplain 
is the only member of the hospital staff who 
can give them concrete hope for the future.’’ 

Has the writer never encountered a 
Christian doctor, almoner, ward sister or 
nurse living a dedicated life and bringing 
comfort, peace, hope and joy to patients ? 
St. Paul says: “‘ none of us liveth to him- 
self ’’ (Romans xiv. 7) and “ if our Gospel 
be hid, it is hid to them that are lost’’ 
(II Corinthians iv. 3). 

I agree with Miss Barnes that the patients 
must be helped to face up to realities. Oh! 
what good are ward entertainments and 
occupational therapy if the mind is fearful 
and resentful ! 

Is it not true that “‘ In acceptance lieth 
peace’’ and “ Perfect love casteth out 


fear ’’ ? 

There is no more fitting end to the hospital 
day (and would it were the practice in all 
hospital wards 


than evening prayers 


conducted by the nursing staff when words 
of scripture come alive with new meaning. 
‘Come unto me all ye that labour and 
are heavy laden and I will give you rest.”’ 
* His touch hath still its ancient power.”’ 
Joyce WILMsHuRsST, College Member 


Kent and Canterbury Hospital 


Miss J. A. Wright, who has been sister- 
in-charge, outpatient and casualty depart- 
ment, at the Kent and Canterbury Hospital 
for the past 30 years, is retiring on Novem- 
ber 30. Any past members of the nursing 
staff wishing to join in a presentation to be 
made to Miss Wright should forward dona- 
tions to matron. 


Radcliffe Infirmary, Oxford 
Dr. F. G. Hobson, senior physician, is 
retiring shortly. If past members of the 
nursing staff would like to contribute 
towards a presentation, will they please 
forward donations to matron not later than 
September 15. 


Industrial Health Lecture.—Dr. R. S. F. 
Schilling, M.R.C.P., D.P.H., D.1.H., will give 
the sixth Mackenzie Industrial Health 
Lecture, on Assessing the Health of the 
Industrial Worker, in the Great Hall, 
B.M.A. House, Tavistock Square, London, 
on Tuesday, September 25, at 3 p.m. 
Admission free. 

Inter-Hospital Nurses Swimming Club.— 
The annual gala will be held at Marshall 
Street Baths, London, W.1, on Thursday, 
October 11, at 7.30 p.m. 


Appointments 


Wells Infirmary and Wells and District 
Hospital 

Miss M. M. JOHNSTON, at present matron 
of the Wells and District Hospital, has been 
appointed Matron of Wells Infirmary (on 
the resignation of Miss H. Greenwood), and 
Miss A. E. SANpDs, at present assistant 
matron at St. Margaret’s Hospital, Swindon, 
has been appointed Matron of the Wells 
and District Hospital. 


Hams Hall Power Stations, C.E.A. 


Miss R. WHITE, S.R.N., S.C.M., has been 
appointed SISTER-IN-CHARGE of medical 
services at these three power stations of 
the Central Electricity Authority. Miss 
White trained at the Royal Free Hospital, 
Edgware General Hospital and Salisbury 
Infirmary, and was later staff nurse at the 
latter hospital. After this she nursed for 
two years in Canada, returning to this 
country where she took an _ industrial 
nursing post with the Pressed Steel Co., 
Cowley, Oxford. Miss White assumes her 
new duties from September 3. 


RETIREMENT 
PRESENTATION 

Miss Florence Foster, matron of the 
Exning Isolation Hospital, Newmarket, 
since 1947, retired on August 11, and has 
gone to live in Worthing. The staff pre- 
sented her with a lawn mower and a bouquet 
of carnations, and she also received several 
personal gifts. 
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Royal College Nursing 


Northern Area 


MEETING OF BRANCH AND - 
SECTION REPRESENTATIVES 


A Northern area meeting for representa- 
tives of Branches and Sections within the 
Branches will be held at the Midland Hotel, 
Manchester 2, on Wednesday, September 19, 
at 2 p.m. No formal agenda has been pre- 
pared, but it is hoped that this meeting will 
give members in the north an opportunity 
to discuss such matters as: 

(1) Nominations for College Council. 

(2) Nurse representation on national 
committees, etc. 

(3) Post-certificate education in the 
Northern Area. 

(4) Recruitment to the College and 
Student Nurses’ Association Units. 

It would be appreciated if Branches or 
Sections that have any matters they would 
specially like discussed (other than those 
mentioned above) would send a note about 
them to Miss L. E. Montgomery, Northern 
Area Organizer, Royal College of Nursing, 
24, Chelmsford Road, Harrogate, Yorkshire. 

N.B. It is requested that only two 
persons from each Branch, and one from 
each Section within the Branch attend this 
meeting. If there should be accommodation 
for others who wish to be present, Miss 
Montgomery hopes to know by Septem- 
ber 12, when. the return slips have been 
sent to her. 


Sister Tutor Section 


Sister Tutor Section within the South 
Eastern Metropolitan Branch.—-A meeting 
will be held at Farnborough Hospital on 
Monday, September 3, at 7 p.m., preceded 
by an executive meeting at 6.30 p.m. 
Travel: 47 bus passes hospital; 704 Green 
Line coach. 


Public Health Section 


STUDY DAY FOR DISTRICT NURSE 
AND MIDWIVES 


A study day for district nurses and mid- 
wives on The Modern Approach to Special 
Problems of Domiciliary Care will be held 
in the Cowdray Hall, Royal College of 
Nursing, London, W.1, on Wednesday, 
November 14. 

Chairman: Miss E. M. Wearn, superin- 
tendent of district nurses and non-medical 
supervisor of midwives, Leytonstone. 

9.30 a.m. Registration and coffee. 

10a.m. Rehabilitation in the Home, by 
Dr. M. E. Wigfield, director, Department 
of Physical Medicine, Fulham and Ken- 
sington Group. 

11.30a.m. The Help a Local Authority 
can giwwe to Disabled People, by Mr. F. 
Lloyd Jacob, divisional officer, Welfare 
Department, London County Council. 

12.15 p.m. Luncheon. 

2p.m. Problems associated with Lifting, by 
Mr. Charles A. Neil, principal, The 
Re-education Centres London. 

3.15 p.m. Films: My First Baby. The 
The Home Confinement; Sensitivity to 
Antibiotic Injections; Improved Injection 
Technique. 

4p.m. Tea. 

Will those wishing to attend please apply 
to Miss M. K. Knight, secretary, Public 


Health Section, Royal College of Nursing, 
London, W.1, before November 7 if possible, 
enclosing remittance for 3s. 6d. conference 
only, or 5s. 6d. for conference and tea. 


MEETING IN NORTH WALES 


A meeting of public health nurses will 
be held at Llangwyfan Hospital, Denbigh, 
on Saturday, September 22 
2.30 p.m. Business meeting, with report 

on current matters of interest to public 

health nurses. Chairman: Miss D. K. 

Newington, chairman, Public Health 

Section. 
3p.m. After-care Work in the Public 

Health Field, by Miss Clarice Wilcox, 

health visitor, Cardiff. Chairman: Mrs. 


COLLEGE LETTER 


HERE are people who are under the 

illusjon that the College is primarily 
concerned with those whose fortune—or 
misfortune—it is to live in and around 
London. Others believe that it is only the 
city dweller who is professionally active. 
This is far from the case. In a predominantly 
rural area in the West of England, 300 miles 
long but containing only 6 million people, 
there are 30 College Branches, which in the 
last quarter recruited 142 new members. 
Most of these Branches are active, and 
attendance at meetings proportionately 
better than in the towns. For example, at 
an annual meeting in Wales on a densely 
foggy night, 30 out of a possible 35 members 
attended. 

Many rural Branches hold well-attended 
study days and courses, and although 
members have to come from an area 
of 30-40 square miles we can and do 
have attendances of over 100 members. 
The student nurses, too, are as active as 
their urban sisters, coming sometimes 200 
miles to attend a function. The area speech- 
making contest now attracts an audience of 
up to 200 and more candidates apply to 
enter for the contest than we can accept. 

In this area, out of a total of 474 National 
Health Service hospitals, 120 have less than 
30 beds—some as few as eight ; these are 
what were known as ‘ Cottage Hospitals’. 
I have visited over two-thirds of these and 
have developed a very special interest in 
their needs. Many of these hospitals were 
built during the 30's, in the halycon days 
when no one had ever heard of the ‘ woman- 
power situation ’. Often they were specially 
built by local voluntary effort, some 
equipped with operating theatres, X-ray 
apparatus, private rooms and casualty 
departments. Others are in converted 
country houses with beautiful gardens, 
where illness must be more peaceful than 


Rovat oF NURSING 
HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
EpInBurRGH : 44, Heriot Row 
Betrast : 6, College Gardens 


O. Caradoc Evans, Tu Hwnt i'r Bont, 
Llanrwst (formerly secretary of Resi- 
dential Services Department, National 
Association of Mental Health, and mem- 
ber, Divisional Health Committee, London 
County Council). 


Occupational Health Section 


North Western Metropolitan Group.—A 
business meeting will be held in the com- 


‘mittee room at Headquarters on Tuesday, 


September 18, at 7 p.m. 

Sheffield Group.—-A study day will be 
held on Saturday, October 6. The pro- 
gramme will be announced later. 


In the Western Area 


in the hurly-burly of a modern hospital 
ward. In these hospitals the matron must 
be a very versatile person, combining the 
virtues of housekeeper, nurse and adminis- 
trator, and at the same time being guide, 
philosopher and friend to the neighbour- 
hood 


But in spite of their peaceful facade these 
hospitals are not without their problems. 
Some have undergone a painful metdmor- 
phosis from their voluntary status to their 
nationalized state, and all feel the pinch of 
the shortage of nurses. In spite of these 
difficulties, however, these hospitals con- 
tinue to provide a service where patients 
can be nursed near their own kith and kin, 
and where visitors are spared hours of 
circumgyratory rural bus travel. 

Nor does the calm, of the Cotswolds and 
the Welsh mountains, the peace of Dart- 
moor, the blue sea of Cornwall, mean that 
the nurses there are immune from the 
mundane problems that beset the profession. 
Members’ problems form the greater part of 
the area organizer's work. Many, especially 
the older members, seek advice and help 
on welfare problems, others who have been 
disabled or incapacitated during their work 
often need help and representation in order 
to get industrial injury benefit, or a pension. 
Many seek the advice of their professional 
organization in order to get their correct 
salary grading or conditions of service. But 
by far the most time-consuming is the 
situation that is created by threatened or 
actual disciplinary action to a member by 
her employing authority. On examination 
of the problem not always has the correct 
machinery been employed, nor on prima 
facie evidence, is the action apparently 
justifiable. It is then the important duty 
of the member’s professional organization 
to give advice and to initiate action, so that 
not only is justice done, but it is seen to 
be done. 

It is probably at these times that members 
most value their organization; but more 
help could be given if all members of the 
Royal College of Nursing remembered the 
maxim that at the first sign of a professional 
difficulty they should inform the College. 

M. E. BAty, 
Western Area Organizer. 
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WARRINGTON BRANCH members at 
a garden fete held at Atkin Street Hospital 


in July. 


Accommodation for the 


Single Woman 


-An open meeting, arranged by the four 
Metropolitan Branches, will be held in the 
Cowdray Hall at the Royal College of 


Nursing on Thursday, September 27, at . 


7 p.m. 
Speakers: Miss H. C. Hart, B.A., general 
secretary, National Association of Women 

Civil Servants; 

Miss M. E. MERRYLEES, M.B.E., M.A., 

secretary, National Federation of Housing 

Societies; 

REGINALD STAMP, Eso., a past chairman 

of the London County Council Housing 

Committee. 

Chairman: Mrs. H. M. BLair-Fisu. 

Bring your friends and contribute your 
views to the discussion on this interesting 
subject, which affects so many single 
women. 


Study Day in Cornwall 


The Royal College of Nursing (Truro and 
Redruth Branches), and the Royal College 
of Midwives (Cornwall Branch), are holding 
a study day in the nurses recreation room, 
Royal Cornwall Infirmary, Truro, on 
Saturday, September 29. 

10 a.m. Registration and coffee. 

10.30 a.m. Modern Trends in Ophthalmo- 
logy, by Kenneth W. B. Rostron, M.A., M.B., 
F.R.C.S., D.O.M.S., consultant ophthalmolo- 
gist, West Cornwall Clinical Area. 

11.30 a.m. Early Phases of Mental 
Development in the Young Infant, by Dr. 
Ruth Griffiths, M.A., PH.D., F.B.PS.S., con- 
sultant psychologist, London. 

2 p.m. Registration. 

2.15 p.m. Prematurity, by Hugh R. Jolly, 
M.A., M.D., M.R.C.P., consultant paediatrician, 
Plymouth Clinical Area. 

3.15 p.m. Blood Group Tests in Medicine 
Today, by Francis W. Pote, M.R.C.S., L.R.C.P., 
deputy director, South West Regional Blood 
Transfusion Service, Plymouth. 

Fees: whole day 3s., one session 2s., 
pupil midwives and nurses in training free. 
Coffee 6d., tea Is. 6d. 

Luncheon at the Red Lion Hotel. A 
limited number of tickets will be available. 
Application with a postal order for 8s. 
should he made by September 22 to Miss 
M. E. Spear, Health Area Office, Moorland 
Road, St. Austell. 


MIDLAND AREA ORGANIZER 


. Miss E. A: Warren, midland area organ- 
izer, will be on holiday until September 27. 
All urgent communications should be sent 
direct to College headquarters during her 
absence. 


EDUCATION 
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DEPARTMENT 


Courses for Occupational Health Nurses 1956-57 


FULL-TIME COURSES 


Occupational Health Nursing Course: 
and-a-half months, 45 gns. 
October 23 1956—May 2 1957. 
In preparation for a Royal College of 
Nursing certificate. 


Occupational Health Nurse Tutors: one year, 
50 gns. 
Scptember 1956—July 1957. 
In preparation for a Royal College of 
Nursing certificate. 


Occupational Health Nursing Administrators: 
one year, 50 gns. 
September 1956-——July 1957. 
In preparation for a Royal College of 
Nursing certificate. 


six- 


PART-TIME COURSE 


Diploma in Nursing Part A: evening lectures 
given over one year, {17 15s. 
In preparation for the Diploma in Nursing, 
University of London. 
Registration dates: September 18 and 20, 
1956. 


REFRESHER COURSES 


September 17-——22, 1956 
Nurse administrators in hospital, public 
health and industry. 
Residential, Chancellor’s Hall, Birming- 


ham. (Residence {8 8s. approx., plus 
course fee.) 


November 23-30, 1956 
A weekend study course followed by a 
week of further study on the subjects 
introduced during the weekend. 
Course fee £3 3s. 


February 1957 
Arrangements are being made for occupa- 
tional health nurses to spend one or two 
weeks in hospital casualty, outpatient or 
ophthalmic departments. 


April 8—18, 1957 
Two weeks’ residential course in Man- 
chester in conjunction with the University 
Department of Occupational Health. 


STUDY TOUR ABROAD 
May or June 1957 


Please note, except where otherwise stated 
courses will be held at the Royal College of 
Nursing, London. 

Application should be made to the 
director in the Education Department, 
Royal College of Nursing, 1a, Henrietta 
Place, Cavendish Square, London, W.1, or, 
for Birmingham courses, to the education 
officer, Royal College of Nursing Education 
Centre, 162, Hagley Road, Edgbaston, 
Birmingham 16. 


ROYAL COLLEGE OF NURSING 
APPEAL 


for the Nation’s Fund for Nurses 


We were very grateful this week to find 
that the fund was remembered in the will 
of a late member of the College. We are 
receiving a number of garments made by 
those who kindly answered our appeal for 
knitters. We still have wool and will gladly 
send some to anyone who will give us some 
of her time. 


Contributions for week ending August 2 5, 
Legacy from the late Miss L. M. Jeans ‘ sob 0 
K. G. (Sheffield) os 0 

Total {500 4s. 
E. F. INGLE, 
Secretary, Royal College of Nursing Appeal for the 


Nation’s Fund for Nurses, Ja, Henrietta Place, Cavendish 
Square, London, W.1. 


NOW OPEN TO ALL MEMBERS 


A residential weekend course on 
How to Enjoy Meeting and Speaking 
is being arranged by the Public Health 
and Occupational Health Sections at 
College Hall, Leicester, from 5.30 p.m., 
Friday, September 28, to 5 p.m., 
Saturday, September 29. Speaker: 
Miss MAaRJoRIE HELLIER, L.A.M., 
A.T.C.L., L.G.S.M. (late of the Old Vic). 


Fees. Resident: {2 5s. including all 
meals; non-resident: course fee 17s. 6d., 
dinner 5s. 6d., coffee Is., lunch 4s. 6d., 
tea Is. 9d. 


Applications must be received by the 
Section secretary at the Royal College 
of Nursing, Cavendish Square, London, 
W.1, not later than Monday morning, 
September 3. Full details appeared in 
the Nursing Times of July 13. 


Student Nurses’ Association 


SPEECHMAKING CONTESTS 


Northern Area (West). The contest will 
be held at Crumpsall Hospital, Manchester 8, 
on Tuesday, September 25. Each entrant 
must make a speech of not more than five 
minutes duration on On Choosing a Career. 
At 10.30 a.m. there will be visits to Messrs. 
Ferranti Ltd., and the Central Library. 


Northern Area (East). The contest will 
be held at St. Luke’s Hospital, Little Horton 
Lane, Bradford, on Thursday, September 27. 
The subject is On Choosing a Career. Visits 
have been arranged to Messrs. Salts (Saltaire) 
Ltd., woollen mills (lunch provided, but 
numbers are limited), and to Bradford Royal 
Infirmary radium unit (lunch provided, 
numbers limited). It is hoped to arrange 
a visit to another woollen mill. 


Eastern Area. The contest will be held 
at Bedford General Hospital (South Wing) 
on Thursday, September 13, 1956. Each 
entrant must make a speech of not more 
than five minutes duration on Leisure is an 
art which we have forgotten how to practise. 

A visit has been planned for Thursday 
morning at 10 a.m. to the confectionery 
works of Meltis Limited. A visit has also 
been arranged to the Higgins Museum. 
Admission free. A limited amount of 
accommodation will be available. 


London Area. The contest will be held 
at University College Hospital (St. Pancras 
Hospital) on Tuesday, September 11, at 
2.15 p.m. Each entrant must make a speech 
of not more than five minutes duration on 
Trees. 

Northern Ireland.—The contest will be 
held in Bostock House, Royal Victoria 
Hospital, Belfast, on Saturday, September 
29, at 2.15 p-m. 
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ROYAL COLLEGE OF NURSING 


Area Organizers and Branch Secretaries 


__ list of addresses of Royal College of Nursing Area Organizers and Branch Secretaries is published 
once a year. Any transferred members or State-registered nurses in the area who are interested in 
becoming members are invited to make themselves known to the Branch secretary as soon as possible. 


Notices and reports of any Branch or Section activity are published, free of charge, in the Nursing 
Times. To ensure early publication they should be received by the Editor on the Friday of the week 
before publication, but late notices, in special circumstances, can be accepted up to Monday morning, 


first post. 


It would be appreciated if notices could be written in the following order: details of meeting— 
place—date—time ; as briefly as possible, and with all names in capitals please. 


Northern Area 


Area Organizer—Miss L. E. Montgomery, 
24, Chelmsford Road, Harrogate. : 

BANGOR. Miss G. Hughes, Caernarvon- 
shire and Anglesey General Hospital, 
Bangor. 

BLACKBURN. Miss G. P. Oddie, 113, 
Manxman Road, Blackburn, Lancs. 

BLACKPOOL. Miss N. Hutton, Victoria 
Hospital, Blackpool, Lancs. 
BOLTON. Miss M. C. Hampson, 86, Carl- 
ton Street, Farnworth, Bolton, Lancs. 
BRADFORD. Miss E. Milligan, St. Luke’s 
Hospital, Bradford, Yorks. 

BRIDLINGTON (Sus-Brancu). Miss E. 
Saggs, Northfield Sanatorium, Driffield, 
Yorks. 

BURNLEY. Mrs. B. A. Bailey, 61, Scott 
Park Road, Burnley, Lancs. 

CHESTER. Miss A. T. Scott-Taylor, Royal 
Infirmary, Chester. 

COLWYN BAY. Miss N. Thomas, Mater- 
nity Home, Nant-y-Glyn Road, Colwyn 


Bay. 

CUMBERLAND. Miss R. Hind, 18, Scot- 
land Road, Stanwix, Carlisle. 

DARLINGTON. Miss L. B. Stanton, 
Memorial Hospital, Darlington. 

DURHAM CITY. Mrs. J. Hardy, County 
Hospital, Durham City. 

FURNESS. Miss G. Taylor, 33, Ancaster 
Street, Barrow-in-Furness, Lancs. 

HALIFAX. Mrs. H. Walker (temporary 
address), c/o Kirby Leas, Halifax, Yorks. 

HARROGATE. Mrs. C. M. Galbraith, 
7, Langcliffe Avenue East, Harrogate. 

HUDDERSFIELD. Miss M. T. Highcock, 
Royal Infirmary, Huddersfield. 

HULL. Miss D. M. M. Springer, Royal 
Infirmary, Hull, East Yorks. 

ISLE OF MAN. Miss E. McBride, Nurses 
Home, Noble’s Hospital, Douglas,: Isle 
of Man. 

LANCASTER. Miss M. C. Bilbrough, 
12, Prospect Drive, Hest Bank, Lancaster. 

LEEDS. Miss M. Cherrett, 282, Stainbeck 
Road, Leeds 7. 

LIVERPOOL. Miss R. Haynes, Royal 
Infirmary, Liverpool 3. 

MACCLESFIELD (in formation). Miss E. 
Byrne, West Heath Hospital, Congleton, 
Cheshire. 

MANCHESTER. Miss D. Biddle, Booth 
Hall Children’s Hospital, Charleston 
Road, Blackley, Manchester 9. 

MID-CHESHIRE. Miss E. Crowther, 
(temporary address), c/o Broadhurst and 
Co., (Gadbrook) td., Northwich, 
Cheshire. 

MIDDLESBROUGH. Miss A. E. Dinsdale, 
Poole Sanatorium, Nunthorpe, Middles- 
brough. 

NEWCASTLE UPON TYNE. Miss E. G. 
Attwood, The Eye Hospital, St. Mary’s 


Place, Newcastle upon Tyne I. 

NORTHALLERTON. Miss J. Gibson, 
Friarage Hospital, Northallerton, Yorks. 

OLDHAM. Mrs. A. Lees, 41, Pelham Street, 
Bardsley, Oldham, Lancs. 

PRESTON. Miss D. C. Roberts, Chorley 
and District Hospital, Chorley, Lancs. 
RHYL. Miss K. P. Ellison, Gretton, 
Meliden Road, Prestatyn, Flintshire. 
ROCHDALE. Miss P. John, 48, Sedgley 

Avenue, Rochdale, Lancs. 

ST. HELENS. Miss M. Hendey, Cottage 
Hospital, Clipsley Lane, Haydock St. 
Helens, Lancs. 

SCARBOROUGH. Miss M. Carr, 8, Pros- 
Bank, Scarborough, Yorks. 
SOUTHPORT. Miss E. M. Taylor, Brad- 

stock Lockett Hospital, Marshside, South- 


Lancs. 

OCKTON-ON-TEES. Miss G. Leak, 
34, Buchanan Street, Stockton-on-Tees, 
Co. Durham. 

SUNDERLAND. Miss M. Jackson, Nurses 
Teaching Unit, Royal Victoria Infirmary, 
Newcastle upon Tyne. 

WAKEFIELD. Miss C. Bell, 292, Don- 
caster Road, Crofton, near Wakefield, 
Yorks. 

WARRINGTON. Miss D. Newns, 9, Orford 
Avenue, Warrington, Lancs. 

WESTMORLAND. Miss P. W. Holmes, 
1, Seed Howe, Staveley, Kendal, West- 
morland. 

WIGAN. Mrs. E. Marsh, Stromar, Mount 
View, Lower Ince, near Wigan. 

WIRRAL. Miss E. G. Wormald, Cleaver 
Hospital, Heswall, Wirral. 

WREXHAM. Miss G. M. Norman, War 
Memorial Hospital, Wrexham, Denbigh- 
shire. 

YORK. Miss G. C. Foster, City Hospital, 
York. 


Midland Area 


Area Organizer—Miss E. A. Warren, 49, St. 

Peter’s Road, Handsworth, Birmingham 20. 

BARNSLEY. Miss R. Nicholson, Stone- 
gateway, Mount Vernon Road, Barnsley, 
Yorks. 

BIRMINGHAM. Miss V. C. Whiter, Queen 
Elizabeth Hospital, Birmingham 15. 
BOSTON. Mrs. E. Cowlishaw, 26, Punch- 

bowl Lane, Boston, Lincs. 
BURTON-ON-TRENT. Miss K. McVeigh, 
Andressey Hospital, Belvedere Road, 
Burton-on-Trent, Staffs. 
CHESTERFIELD. Miss A. Parkinson, 
39, Orchards Way, Walton Road, Chester- 
COVENTRY. Miss E. CG. Fraser, 30, Mose- 
ley Avenue, Coventry, Warwickshire. 
DERBY. Miss E. H. Maltby, Derbyshire 
Royal Infirmary, Derby. 


DOLGELLEY (Sus-Brancn). Acting sec- 
retary: Miss S. C. Griffith, Fronderw, 
South Avenue, Barmouth, Merioneth- 
shire. 

DONCASTER. Miss W..M. Jackson, Royal 
Infirmary, Doncaster. 

EVESHAM. Miss E. Hodsoll, Avonside 
Hospital, Evesham, Worcester. 

GRANTHAM. Miss B. Meredith, Grantham 
and Kesteven General Hospital, Gran- 
tham, Lincs. 

GRIMSBY. Miss D. E. Morton, 61, Bar- 
gate, Grimsby, Lincs. 

HEREFORD. Mrs. L. Hughes, Holme 

- Lacy Hospital, Hereford. 

KIDDERMINSTER. Miss A. Whitworth, 
Blakebrook Hospital, Kidderminster. 

LEAMINGTON. Miss N. G. Francis, 13, St. 
Mary’s Crescent, Leamington. 

LEICESTER. Miss M. Roberts, General 
Hospital, Leicester. 

LINCOLN. Miss W. M. Parker, Lincoln 
County Hospital, Lincoln. 

LOUTH (Sus-Brancn). Mrs. P. M. Shaw, 
County Infirmary, Louth, Lincs. 

MANSFIELD. Miss D. E. Standall, Harlow 
Wood Orthopaedic Hospital, near Mans- 
field, Notts. 

NOTTINGHAM. Miss F. E. Turner, High- 
bury Hospital, Highbury, Nottingham. 
ROTHERHAM. Miss M. Welton, Rose- 

= Hospital, Rawmarsh, Rotherham, 


orks. 

RUGBY. Miss P. M. Horspool, Hospital 
of St. Cross, Rugby. 

SCUNTHORPE AND BRIGG. Mrs. P. 
Shearer, 53, Neville Road, Scunthorpe, 
Lincs. 

SHEFFIELD. Miss D. Shipley, Ranfall, 
‘Ranmoor Park Road, Sheffield 10. 

SHREWSBURY. Miss M. E. Rowlands, 
Hospital, Oswestry, Shrop- 
shire. 

STAFFORD. Miss F. M. Broad, 21, Tipping 
Street, Stafford. 

STOKE-ON-TRENT. Mrs. M. Leeming, 
Ashmore, Conway Road, Knypersley, 
Biddulph, Staffs. 

STOURBRIDGE AND DUDLEY. Miss 
M. G. Shout, Guest Hospital, Dudley, 
Worcs. 

STRATFORD-ON-AVON. Miss B. Davies, 
13, The Leys, Halford, near Shipston-on- 
Stour, Warwicks. 


Please send all notices direct to: 
The Editor, Nursing Times, 
Macmillan and Co. Ltd., 
St. Martin’s Street, 
London, W.C.2. 
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TAMWORTH, LICHFIELD AND SUT- 
TON COLDFIELD. Miss R. Whittle, 
St. Editha’s Hospital, Wigginton Road, 
Tamworth, Staffs. 

WALSALL. Miss D. Price, General 
Hospital, Walsall, Staffs. 

WOLVERHAMPTON. Miss E. Boothroyd, 
Royal Hospital, Wolverhampton. 

WORCESTER. Miss E. M. Hopkinson, 
Oaklands, 62, Battenhall Road, 
Worcester. 


Western Area 


Area Organizer—Miss M. E. Baly, 1, Oakley, 
Claverton Down, Bath. 
ABERDARE. Miss J. M. Davies, Bron- 
haul, Llwydcoed, Aberdare, Glam. 

BATH. Miss F. E. White, Royal United 
Hospital, Bath. 

BRIDGEND. Miss G. M. James, Nurses 
Hostel, Quarella Road, Bridgend, Glam. 

BRISTOL. Miss E. M. Wyatt, Walker 
Dunbar Hospital, Clifton Down, Bristol 8. 

BUCKINGHAMSHIRE. Mrs. B. I. Green- 
mon, Municipal Health Centre, The Rye, 
High Wycombe, Bucks. 

CARDIFF. Miss J. McFarlane, 25, Insole 
Gardens, Llandaff, Cardiff. 

CARMARTHEN. Miss M. Rees, County 
Memorial Hospital, Haverfordwest. 

CHELTENHAM. Miss M. V. Hickman, 
General Hospital, Sandford Road, Chel- 
tenham, (Glos. 

EXETER. Miss D. M. Boulter, Newcourt 
House, Old Rydon Lane, Exeter. 

GLOUCESTER. Miss P. E. Martin, 
Sanatorium, Wycliffe College, Stonehouse, 


Glos. 
KETTERING. Miss D. Witney, Barton 
Hall, Barton Seagrave, Kettering, North- 


ants. 

LLANELLY. Mrs. M. G. Jenkins, 27, 
Spowart Avenue, Llanelly. 

MORRISTON. Miss G. Goode, Morriston 
Hospital, Swansea. 

NEATH AND PORT TALBOT. Miss M. 
M. Welch, General Hospital, Neath, Glam. 

NEWPORT, MON. Miss T. M. Inns, 
1, Cae Perllan Road, Newport, Mon. 

NORTHAMPTON. Miss M. J. Cooper, 
Nurses Home, General Hospital, North- 


ampton. 

NORTH BUCKS (Sus-Brancn). Mrs. S. J. 
Rolfe, 9, Park Road, Winslow, Bucks. 
NORTH DEVON. Miss S. C. Kelly, 
2, Annery Kiln Cottages, Weare Gifford, 

Monkleigh, North Devon. 

OXFORD. MissG. Purkis-Smith, Churchill 
Hospital, Headington, Oxford. 

PLYMOUTH. Miss W. S. Sloman, 
43, Thorn Park, Mannamead, Plymouth. 

READING. Mrs. N. Osborne, 22, St. 
Peter’s Road, Reading, Berks. 

REDRUTH. Miss E. Johns, Camborne- 
Redruth Hospital, Camborne, Cornwall. 

RHONDDA AND PONTYPRIDD. Miss 
B. Lloyd, 2, Whitefield Street, Ton 
Pentre, Rhondda, Glam. 

SLOUGH, MAIDENHEAD AND WIND- 
SOR. Miss D. Willcocks, 3a, Clarence 
Crescent, Windsor, Berks. 

SOUTH AND WEST SOMERSET. Miss 
K. R. Richardson, Laburnum Cottage, 
Staplehay, Taunton, Somerset. 

SWANSEA. Miss G. Morse, Parc Beck, 
Sketty, Swansea. 

SWINDON. Miss C. J. Thorn, 4, Shriven- 
ham Road, Swindon, Wilts. 

TORQUAY. Miss I. M. Sabin, Rosehill 
Children’s Hospital, Torquay. 

TRURO. Mrs. E. M. Oliver, Trevean, 
ee Park Road, Falmouth, Corn- 
wall. 

WESTON-SUPER-MARE. Miss V. A. 
Gunton, Children’s Hospital, Compton 
Bishop, near Axbridge, Somerset. 


Eastern Area 


Area Organizer—Miss M. C._ Thyer, 
ta, Henrietta Place, Cavendish Square, 
London, W.1. 

BEDFORD. Miss C. Ardley, Bedford 
General Hospital (North Wing), Kim- 
bolton Road, Bedford. 

BOURNEMOUTH AND POOLE. Miss 
P. Moore, 4, Dunkeld Road, Bourne- 
mouth, Hants. 

BRIGHTON AND HOVE. Miss K. B. 
Perkins, Royal Sussex County Hospital, 
Brighton, Sussex. 

BROMLEY. Mrs. R. G. Gibbs, Lennard 
Hospital, Bromley, Kent. 

CAMBRIDGE. Mrs. I. Pope, 3, Portugal 
Street, Cambridge. 

CANTERBURY. Miss E. G. Dew, Hurst 
Cot, Blean Hill, Blean, Canterbury. 

CHELMSFORD. Miss S. M. Smith, 
Broomfield Hospital, Broomfield, near 
Chelmsford, Essex. 

CHICHESTER. Acting secretary: Mrs. 
D. O. Taylor, Royal West Sussex Hospital, 
Chichester. 

COLCHESTER. Miss L. M. Norton, 
Clacton and District Hospital, Clacton- 
on-Sea, Essex. 

CROMER. Miss L. M. Walton, Cromer 
Hospital, Cromer, Norfolk. 

CROYDON. Mrs. E. M. Ryle-Horwood, 
33, Birdhurst Road, Croydon, Surrey. 
DARTFORD. Miss E. M. Martin, 

186, Singlewell Road, Gravesend, Kent. 

DORSET. Miss E. M. Mason, 1, Great 
Western Road, Dorchester, Dorset. 

Princess Alice Memorial Hospital, Carew 
Road, Eastbourne, Sussex. 

EPSOM. Miss E. H. Spencer, 28, Worple 
Road, Epsom, Surrey. 

FARNHAM AND ALDERSHOT. Miss 
D. Rowbotham, Farnham _ Hospital, 
Farnham, Surrey. 

FOLKESTONE. Miss L. E. Burleigh, 
Royal Victoria Hospital, Folkestone, 
Kent. 

GUERNSEY. Mrs. D. Blackmore, Landor, 
Coutanchez, St. Peter Port, Guernsey, 
Channel Islands. 

GUILDFORD. Miss L. I. Bennett, Royal 
Surrey County Hospital, Guildford. 

HARROW AND WEMBLEY. Mrs. E. M. 
Woodruff, 12, West Drive, Harrow Wéald, 
Middlesex. 

HASTINGS. 
East Sussex Hospital, Hastings. 

HERTFORD. Miss J. Pacey, 25a, Portland 

. Road, Bishops Stortford, Herts. 

HITCHIN. Miss R. Grant, Lister 
Hospital, Hitchin, Herts. 


Miss E. Marchant, Royal 


HUNTINGDONSHIRE. 
Hazelton, Maternity Unit, Primrose Lane, 
Huntingdon. 


IPSWICH. Miss O. Gooch, 285, Heath 
Road, Ipswich, Suffolk. 

ISLE OF WIGHT. Miss R. Weedon, St. 
Mary’s Hospital, Newport, Isle of Wight. 

JERSEY. Miss E. Voisin, Gorseland, La 
Moye, St. Brelade, Jersey, Channel 
Islands. 

KING’S LYNN. Miss H. Bradshaw, King’s 
Lynn Hospital, King’s Lynn, Norfolk. 
LOWESTOFT AND GREAT YAR- 
MOUTH. Miss R. V. Stiles, 49, Gunton 

Drive, Lowestoft, Suffolk. 

LUTON. Miss I. Griffin, Luton and 
Dunstable Hospital, Children’s Annexe, 
London Road, Luton, ._ Beds. 

MAIDSTONE AND MEDWAY TOWNS. 
Miss M. Squibbs, 254, City Way, 
Rochester, Kent. 

METROPOLITAN BRANCHES— 
NORTH EASTERN. Miss D. Browning, 
London Hospital, E.1. 

NORTH WESTERN. Miss J. Nisbet, 
Room 496, Tavistock House South, 
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Tavistock Square, W.C.1. 
SOUTH EASTERN. Miss E. M& 
Andrews, Bishops House, 5, Kennington 
Park Place, S.E.11. 
SOUTH WESTERN. Miss P. M. Crang. 
ton, St. George’s Hospital, Hyde Park 
Corner, S.W.1. 
NORWICH. Miss E. M. Northover, 
Norfolk and Norwich Hospital, Norwich, 
PETERBOROUGH. Miss M. Richards, 
Memorial Hospital, Peterborough, North- 


ants. 

PORTSMOUTH. Miss V. S. Earwaker, 
Queen Alexandra Hospital, Cosham, 
Portsmouth. 

REDHILL AND REIGATE. Miss F. M, 
Gough, The Haven, 57, Warren Road, 
Reigate, Surrey. 

ST. ALBANS. Miss A. Featherstone, 2, Old 
House Road, Hemel Hempstead, Herts, 

SALISBURY. Miss R. O’Maley, Odstock 
Hospital, Salisbury, Wilts. 

SOUTHAMPTON. Miss M. A. Sturgess, 
General Hospital, Southampton. 

SOUTHEND. Miss R. H. Parker, Southend 
General Hospital, Southend, Essex. 

STAMFORD AND RUTLAND. Mrs. J. M. 
Holt, Torkington House, Stamford, Lincs. 

THANET. Miss E. G. Deans, General 
Hospital, St. Peter’s Road, Margate, 
Kent. 

TUNBRIDGE WELLS. Miss J. R. Tyler, 
Blackhurst, Pembury Road, Tunbridge 
Wells, Kent. 

WATFORD. Miss M. L. Deverell, 4, The 
Avenue, Watford, Herts. 

WEST SUFFOLK. Miss P. M. Harper, 
Holland Cottage, Coney Weston, Bury 
St. Edmunds, Suffolk. 

WINCHESTER. Miss C. W. Smith, Lord 
Mayor Treloar Orthopaedic Hospital, 
Alton, Hants. 

WOKING. Mrs. P. M. Lloyd-Davies, 
— Church Hill, Camberley, 


rrey. 
WORTHING. Miss E. M. Pickard, Worth- 
ing Hospital, Worthing, Sussex. 


Scotland 


Area Organizer—Miss A. H. Milroy, 
44, Heriot Row, Edinburgh 3. 


ABERDEEN. Miss M. Keddie, Royal. 
Infirmary, Aberdeen. 
AYRSHIRE. Miss A. Bone, Seafield 


Children’s Hospital, Ayr. 

BANFF (Sus-Brancu). Miss M. S. Garrow, 
Chalmers Hospital, Banff. 

BORDER COUNTIES. Temporary secre- 
tary: Miss I. W. Gilchrist, Peel Hospital, 
Galashiels. 

BRECHIN. Miss W. E. Prentice, Stra-. 
cathro Hospital, Brechin, Angus. 

CAITHNESS AT WICK. Miss M. J. Bruce, 
11, Robertson Square, Wick, Caithness. 

DUMFRIES AND GALLOWAY. Miss J. 
Ewart, Amulree, Islestop, Dumfries. 

DUNDEE. Miss M. Thomson, King’s Cross. 
Hospital, Dundee. 

DUNFERMLINE, Miss E. K. Beveridge,. 
Dunfermline and West Fife Hospital, 
Dunfermline. 

EDINBURGH. Miss M. MacDonald,. 
Western General Hospital, Crewe Road, 
Edinburgh. 

ELGIN. Miss B. H. Moir, The Haugh, 
Elgin, Morayshire. 

GLASGOW. Mrs. M. Childs, 16, Sundale - 
Avenue, Clarkston, Renfrew. 

INVERNESS. Miss M. M. McLennan, 
Raigmore Hospital, Inverness. 

KIRKCALDY AND FIFE. ~- Miss M. H. 
Robertson, Cameron Hospital, Windy- 
gates, Fife. 


LANARKSHIRE. Miss E. M. B 


ryson, 
Broomhill Farm, near Larkhall, Lanark- - 
shire. 
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ERTHSHIRE. Acting eer Miss 
' A. F. Buchanan, Bridge of Earn Hospital, 
Bridge of Earn. 
RENFREWSHIRE. Miss M. D. Morrison, 
Broadstone House, Port Glasgow. 
STIRLINGSHIRE. Miss A. R. Monteith, 
Royal Infirmary, Stirling. 
ST. ANDREWS. Miss G. Borthwick, 
Stratheden Hospital, Cupar, Fife. 


Northern Ireland 
Area Organizer—Miss C. J. Russell, 
6, College Gardens, Belfast. 


BELFAST. Miss J. Patterson, 19, St. 
John’s Park, Rosetta, Belfast. 

LONDONDERRY. Miss M. A. Lowry,’ 
Chest Hospital, Browning Drive, London- 
derry. 

OMAGH. Mrs. M. J. Black, County Health 
Oftice, High Street, Omagh. 


* New Films x 


23 Paces to Baker Street 

A blind playwright, Phillip Hannon (Van 
Johnson) overhears a conversation between 
a man and woman in a pub, and upon this 
evidence builds a detective story which 
eventually takes place. Moments of humour, 
together with grim reality, provide an in- 
teresting story. 


The Bad Seed 

In this drama, Rhoda (Patty McCormack), 
a singularly artful child, wins the affection 
of those around her, when suddenly a 
school-mate, Claude Daigle, is drowned, and 
suspicion falls on her. Her mother (Nancy 
Kelly) seeks information on this crime, and 
together with her father she traces the 
probable source of the ‘ bad seed ’. 


Reach for the Sky 

A film which scorns sentimentality and 
disdains emotionalism, the story of Wing 
Commander Douglas Bader, D.sS.O., D.F.c., 
the pilot who despite the loss of his legs 
through his own daring and bravado, 
and despite many disappointments, achieved 
his ambition to fly again. Kenneth More 
as Bader makes a very human hero with 
touches of arrogance, conceit and disregard 
for the feelings of those close to him, along 
with superb courage and determination. 
Muriel Pavlow is his quietly brave and 
tolerant wife and the rest of the cast make 
this incredible story ring true; although the 
material would seem to be dramatic and 
moving, there are far more laughs than 
lumps in the throat. 


Miss Dorothy Brace, matron of Battle 

Hospilal, Reading, who was Wing Com- 

mander Bader's nurse at Royal Berkshire 

Hospital when he had both legs amputated in 

1931, with Miss Dorothy Alison, who plays 
the part in ‘ Reach for the Sky’. 


News inBrief 


O_p TELEvision Sets. — Camberwell 
Hospital Management Committee are giving 
the staff of their three hospitals the oppor- 
tunity of buying the old television sets 
which are being taken out of wards and 
replaced by modern sets. 


EIGHTY-TWO-YEAR-OLD ‘ SISTER LIZZIE’, 
with a 60-year record of nursing service at 
St. Audry’s Hospital, Melton, retired at 
the end of last month. 


BoGNor Recis WAR MEMORIAL HOSPITAL 
Fete, which was held in the hospital 
grounds on Wednesday, August 8, attracted 
a record attendance of nearly 20,000 visitors, 
the largest number of people ever seen at 
an open air fete in the district. 


‘ HANDS SPREAD Germs ’.—The Ministry 
of Health has produced a coloured poster 
for clean food campaigns. A series of 
pictures and slogans emphasizes the impor- 
tance of covering cuts and sores, fingering 
food as little as possible and washing hands 
thoroughly before preparing food. 


KELLING HosPpiITaL FRIENDS are to pay 
half the cost of installing a {2,225 radio 
distribution system in the hospital. 


QUEEN ELIZABETH THE QUEEN MOTHER 
is to present the awards at the annual 
prizegiving at Aberdeen Royal Infirmary 
on September 26. 


SEFTON GENERAL HOspPITAL preliminary 
training school students have now moved 
in to a spacious mansion with impressive 
dimensions, Spanish-style decorations and 
a ballroom. South Liverpool Hospital 
Management Committee has spent £3,000 
adapting the mansion to provide residential 
and training accommodation for 26 prelim- 
inary training school student nurses. 


THE PRINCESS ROYAL IS TO VISIT 
NORTHERN IRELAND from September 28 to 
October 1. Included in her itinerary, are 
visits to the headquarters of the Northern 
Ireland Committee of the Royal College of 
Nursing, and the Samaritan Hospital, 
Belfast. 


BIRKENHEAD GENERAL HOSPITAL, CHE- 
SHIRE, MATRON, Miss C. Menzies, is retiring 
after 20 years’ service as matron and 
assistant matron. 


23 YEARS MATRON OF HOLME VALLEY 
MEMORIAL HospiTat, Miss E. D. Russell 
was recently presented with a grandmother 
clock and a {100-cheque on resigning from 
her post. 

Winrorp Hospitay’s {4,000 REcREA- 
TION HALL is now to be built and a turf- 
cutting ceremony in a field adjoining the 
hospital was held recently ; it is hoped the 
hall will be ready for use before the end of 
the year. 


‘Home Sare Home’ is the title of a leaflet 
on home safety for children in the house 
published by the Central Council for Health 
Education. Another leaflet illustrates 
home safety for elderly people. Both cost 


2d. plus postage. 


WortTHING Group HosPITAL MANAGE- 
MENT COMMITTEE have inaugurated a 
nursing cadet scheme for girls, who will 
earn £185 a year at 16, rising to £195 at 
17. Free uniforms will be provided and 
non-residents will receive free meals. {98 


a year will be deducted for board and 
lodging from the salaries of those living in. 
The new scheme affects both Worthing and 
Southlands Hospitals. 


MANCHESTER REGION MENTAL HOsPITALS’ 
ScHEME of recruiting Italian nurses to relieve 
the staff shortage been temporarily 
suspended because of the cost. 


Cross LEYTONSTONE. 
—Princess Alice, Countess of Athlone, will 
present the prizes to nurses in October. 


MATRON OF WeEsT MIDDLESEX HOSPITAL, 
IsLEworTH, Miss A. M. D. Leslie left 
recently on the s.s. Britannic to begin a 
study tour of the United States and Canada 
on the training of nurses, liaison between 
hospital and home nursing in the New 
World and nursing subjects generally. 


A British STANDARD for bedpan and 
urine bottle washers (BS 2745) has been 
published by the British Standards Institu- 
tion. Although a standard for the Perfection 
type of bedpan (BS 2588) has been pro- 
duced, it was appreciated that bedpans of 
alternative pattern would remain in use for 
some time to come. 


NATIONAL INSURANCE AND 
INDUSTRIAL INJURIES 
BENEFIT 


FORMAL decision that a _ research 

student should be treated as being in 
full-time education and so excused from 
paying national health contributions is one 
of 10 leading decisions by the Minister of 
Pensions and National Insurance, Mr. Boyd- 
Carpenter, published recently*. These 
decisions will constitute a precedent for 
future guidance when similar problems are 
encountered. 

Decisions concerning classification and 
insurability include the case of a racing 
motor cyclist injured during an official 
practice while under contract to a manu- 
facturer to ride his machines in races; it was 
decided that although he was self-employed 
as a partner in another business at the same 
time, he was in employment and entitled to 
industrial injuries benefit. Other decisions 
affected a housemaster’s wife, a B.B.C. 
interviewer, a barrister’s clerk, a tennis 
coach, a hospital chaplain, an auctioneer’s 
articled clerk and a member of an industrial 
civil defence service and of the executive 
council of a trades union. 

* Pamphlet M7. ‘ Selected Decisions of the Minister on 

Classification and Insurability’. (H.M. 
Mifice, or through booksellers, 9d.) 


Obituary 


Mr. C. Tunstall 

We regret to announce the death of 
Mr. Charles Tunstall, an esteemed assistant 
nurse of Bucknall Hospital, Stoke-on-Trent, 
and a very interested member of the 
National Association of State Enrolled 
Assistant Nurses. Mr. Tunstall had an 
excellent record of 25 years’ unbroken 
nursing service. His colleagues decided as 
a token of appreciation to buy two easy 
chairs to be installed in Ward 10, Bucknall 
Hospital, Stoke-on-Trent, inscribed in his 
memory. 
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